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FRACTURES.* 
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Industry is demanding better results in 
fracture treatment. It is an amazing 
spectacle when you think of it, that from 
outside the medical profession should come 
this demand, and along with this demand 
there is an answering something within 
our profession which always is saying to 
each practitioner of surgery or medicine: 
“We want to secure better results and 
we want to give to our patients the best 
possible.” There is an upward urge in 
fracture treatment toward the good of the 
patient. Results today are not what they 
should be. Industry is demanding sounder 
methods and trained men and the medical 
profession is not furnishing a sufficient 
number of skilled men or as efficient 
methods as necessary. 


I would like to picture for you tonight 
the fracture situation from my own point 


of view. I will show you slides which 
illustrate the achievements of well con- 
ceived non-operative methods in the care 
of certain fractures, as a demonstration 
of what may be accomplished; then I will 
show you slides which present as clearly 
as may be presented by lantern slides the 
fundamental reasons for all fracture treat- 
ment, and say a few concluding words. 


The unsolved problem today in connec- 
tion with fractures is tremendous. I 





*Read before the Orleans Parish Medical 
Society. 


wonder if those of you handling fractures 
recognize the magnitude of the problem. I 
suppose in the United States there occur 
upward of a million fractures a year. A 
great many of these occur on railways. 


The railways of the United States—these 
figures come from the technical group of 
the Interstate Commerce Commission, 
which analyzes figures of all accidents— 
the railways today spend $20,000,000.00 
for fractures that occur in the shops and 
on the railways. In control of the Chief 
Surgeons of the American Railways Asso- 
ciation there are 14,000 surgeons making 
about 15,000 surgeons connected with the 
railways of the United States. This is an 
organization with which our Committee of 
the American College of Surgeons is in 
close touch. The railways spend annually 
for fracture work practically the amount 
spent for the damage to railway property 
which occurs each year: Something con- 
structive is happening in connection with 
this whole railway situation to improve 
fracture treatment. 


As has been intimated the automobile 
driven by irresponsible men on the high- 
ways is the cause of a very great and 
rapid increase in fractures. There are 
not only many more fractures than for- 
merly, but the fractures are more com- 
plicated and of bizarre types. The in- 
juries which are associated with ordinary 
fractures are remarkable, very unusual. 
When you consider that it may be a frac- 
tured skull damaging the brain or a frac- 
ture of the ribs involving the lungs; or a 
fracture of the pelvis involving the blad- 
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der or some intra-abdominal organ; or a 
fracture of the extremities involving in- 
juries to important nerves and large blood 
vessels, is there any question that specially 
trained individuals should look after these 
injuries? The time is coming when no 
one in any community will be looked upon 
as competent to handle fractures unless 
he is prepared at the same time to handle 
all the complications that occur in con- 
nection with such injuries. In other 
words, the man surgically trained is the 
type of man who should take care of these 
cases in large and small communities. 


I might say here that I believe that our 
Committee of the American College of Sur- 
geons is not interested in the formation of 
specialists. Specialists will appear and de- 
velop of themselves. Men are choosing 
these special lines of work—genito-urinary 
surgery or cerebral surgery, or the care of 
fractures—men with solid surgical train- 
ing are electing to take up these special 
activities. No one can compel a man to 
go into a special kind of work. 


The Committee feels and I think most of 
you feel, that any fracture of the extremi- 
ties may in the first instance be adequately 
and properly taken care of by a simple 
method. Any general practitioner who 
must continually and always will take care 
of fractures in the first instance can qualify 
to care for any fracture of the extremities 
by some simple method. 


SKIN TRACTION. 


This form of traction is not being used 
generally well, that is effectively. A visit 
to George Hawley’s Clinic in Bridgeport, 
Connecticut, convinced me that he is dem- 
onstrating an efficient application of skin 
traction. It is applicable to fractures of 
the middle third of the femoral shaft above 
the supracondylar variety—according to 
Hawley. 


Briefly—a general anesthetic is used. 
Adhesive plaster in broad strips is applied 
accurately to the whole lower extremity. 
This is held by a carefully applied gauze 
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bandage. The extremity is hung in a sus- 
pended splint. The tapes from the adhe- 
sive plaster are fastened to the end of the 
suspending splint—intrinsic traction—im- 
mediately traction is made from the end 
of the splint—relieving perineal pressure 
and adding materially to the total traction 
on the limb. By thus using skin traction 
in early cases of fracture very satisfactory 
results are obtained in Hawley’s Clinic in 
femoral shaft fractures. The accompany- 
ing lantern slides illustrate this method. 
TO SECURE ADEQUATE TRACTION. 

Slides and a model were shown to illus- 
trate Robert Soutter’s apparatus for ob- 
taining the reduction of long bone frac- 
tures. This is an apparatus for obtaining 
general relaxation of the soft parts. A 
small amount of traction is used for a 
short period gradually increased to the 
maximum necessary. ~ This is maintained 
for from 15’ to 30’. There is following 
this relaxation of the muscles lasting from 
5 to 7 minutes. During this relaxed period 
the fracture should be reduced. In handling 
a fracture by this method a gradually 
applied pull and counterpull under perfect 
control allows the fragments to be placed 
in apposition with comparatively little 
force and very little trauma. By this 
method not only are fractures more per- 
fectly reduced in a short time and many 
open operations avoided but there is less 
difficulty in obtaining a satisfactory end to 
end reduction. 


I would like to say a word with regard 
to what is happening in connection with 
the treatment of the fractures of the spine 
without symptoms, or with slight symp- 
toms. It is a group of cases that is of 
very great importance industrially because 
vertebral injuries give rise to subsequent 
disability, which may be very little at the 
beginning. These injuries occur in all 
classes of men and women. Recently there 
was the case of a woman who was in an 
automobile accident, but was only thrown 
to the floor of the automobile and appar- 


tSee Journal of the American Medical Asso- 
ciation, May 17, 1930. 
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ently was not much hurt. She had a 
certain amount of pain in the right side 
of the abdomen. A doctor, whom you all 
know by name here, made a diagnosis of 
cholecystitis, principally because he found 
tenderness in the right upper quadrant. 
He advised operation on the gall-bladder 
She preferred to have the operation in her 
home town. The doctor at home wished 
to have a roentgen-ray of her spine be- 
cause she was in an accident and because in 
the roentgenogram of the gall bladder, the 
spine appeared a bit abnormal. A care- 
ful examination of the roentgenogram of 
the lumbar spine showed a compression 
fracture of the body of a vertebra. She 
was taken care of by proper methods 
(hyperextension), got over her symptoms, 
still has her gall-bladder and is well. 


Davis of Erie, Pa., and Rogers of Boston 
has been working on the problem of how to 
handle fractures of this kind. I believe 
that the work these men have been and 
are doing is pioneer work, and is brilliant 
work. Davis uses the idea of leverage on 
the patient (lantern slides). With the in- 
jured man under an anesthetic, lying prone 
on the table by a hitch above the ankles 
he raises the lower extremities and the 
pelvis off the table, makes pressure above 
the compression fracture and thus at- 
tempts immediately to correct the com- 
pression. Rogers of Boston conceived the 
idea of getting hyperextension gradually 
and he devised a flexible table (lantern 
slides). The patient may be hyperextended 
to the very extreme and kept in that posi- 
tion. Recent cases are put on this table 
and gradually elevated hyperextended for 
ten days. They are then fixed in a plaster 
jacket. In contrast to Dr. Davis’s method, 
Rogers uses a gradual method. 


(Lantern slides of results of these 
methods) 


I believe that we may feel that this 
work in the treatment of compression 
fractures of the bodies of the vertebrae is 
a brilliant piece of work. If you will 
please observe, it is based upon the use of 
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a gravity pull. The weight of the body 
put in the proper apparatus is breaking 
the impaction. Dr. Rogers puts these 
people in a plaster jacket following ten 
days in a hyperextended position. He is 
very cautious in letting people walk around 
because he is afraid the vertebral bodies 
might fall together under weight bearing. 
The plaster jacket is worn, the time being 
diminished, instead of three or four months 
for one or two months or less. It is a 
distinct contribution to surgery. The 
method of Wallace is a splendid method 
under certain conditions. 


(Lantern slides of the reparative proces- 
ses in fractures were shown) 


What do these microscopic appearances 
of the repair of a fracture suggest and indi- 
cate? If we keep in mind that these 
changes take place in every fracture they 
indicate that there is no incubation period 
in fractures. A fracture occurs and the 
reparative processes begin at once. Because 
of this fact we should insist that there 
should be no delay in the care of a fracture. 
An old doctor who discussed something that 
I had been saying about the immediate care 
of a fracture said: “Yes,” he heartily sub- 
scribed to the opinion that delay was not 
a good thing. He never did wait; he 
always made it a practice that when he 
had nothing else to do, he reduced the 
fracture; when he had something to do, he 
waited. He thought he was carrying out 
the principle of immediate treatment. 
Early treatment is easy and delayed treat- 
ment is difficult, and that is, I believe, 
fundamental. 


Then those microscopic appearances 
suggest protection of the fracture at the 
outset, and not allowing the case to go 
without proper protection in the begin- 
ning. I was talking to D. Guthrie of 
Sayre, Pa., where they are seeing highway 
accidents in great numbers, and he cited 
several cases in which a man hurt on the 
highway was carried to a hospital several 
miles distant and a closed fracture was 
converted into a compound fracture be- 
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cause of the manner in which he was con- 
veyed. I believe that one or two import- 
ant suggestions may be made to people 
who are transporting these cases. Gentle- 
ness in handling these cases is necessary. 
Have you ever seen a surgeon going around 
the ward, feeling of a fracture and wig- 
gling it? It is likely that these cases 
will be affected by the damage done by 
such movement of the fractured bone. 


Exactness of diagnosis is suggested by 
this process of repair. The roentgen- 
ogram of a fracture is important. I be- 
lieve that the physical examination that I 
was taught in school before the roentgen- 
ray was known is important. One of the 
men in Columbia University is teaching 
his students, in small groups, to draw 
roentgenograms of fractures from the 
physical findings in those cases that are 
accessible to palpation. He is getting 
them wise in this manner to interpret the 
roentgenogram. 


The old treatment was one of rigidity, 
as you know. Put fractures into plaster 


splints, leave them there and disregard . 


them. The new treatment is treatment by 
movement. Absolute correction if possible 
and then motion. So the processes of re- 
pair demand. 


There should be no waiting in a case of 
fracture treatment. 


The reparative processes begin at once 
after the receipt of the fracture. There 
should be no delay in treatment. Early 
treatment may be easy treatment. The 
fracture should be carefully protected. 
Gentleness in handling is absolutely essen- 
tial. Exactness of diagnosis by the roent- 
gen-ray is necessary. 


There are four things I would like to 
mention here. In the first place, the con- 
ception of the restoration of the patient. 
The surgeon is confronted with a fracture 
of the thigh. He collects all the evidence 
and all the data such as any surgeon col- 
lects in connection with any problem. He 
takes into account all possible methods of 


treating that case. The surgeon who takes 
care of fractures needs to know all pos- 
sible methods. He has all the data, the 
roentgen-ray, the correct diagnosis. I be- 
lieve that the restoration of that case should 
be regarded as the surgeon’s conception of 
his contact with the patient from the time 
of the injury through until treatment is 
discontinued and the man is back on the 
job. In other words, it is not the progno- 
sis simply, but the surgeon’s mental pic- 
ture of the choice of procedure for that 
particular patient in view of all the facts 
that are available. The surgeon who is 
trained will have considered those needs 
and have them flash through his mind. 
This is the restoration concept. 


The reposition of the fragments, which is 
indirect by the non-operative method and 
direct by the operative method, will be un- 
dertaken in view of the treatment chosen. 
Then the retention of the fragments until 
such time as active movement may be used 
and the return of the individual to his job. 
These, then, are the four important things: 
the restoration of the patient, reposition of 
fragments; retention of the fragments, and 
the return of the individual to his job. 


In the non-onerative method, surgeons 
use manipulation, pressure, traction, coun- 
teraction, leverage, for reduction. Trac- 
tion may be obtained through gravity or 
by manual means; by means of a skin 
hold or by a pulley and tackle by skeletal 
traction. I believe that inadequate employ- 
ment of these methods of obtaining trac- 
tion and countertraction is the cause of 
poor results in the non-operative treatment. 


One word with regard to the operative 
method. Twenty years ago, Sir Arbuthnot 
Lane presented in Atlantic City a paper 
on the operative treatment of fractures. 
I opened the discussion of his paper and 
said that I thought that we, in the United 
States, were not then ready to take up the 
operative treatment of fractures, but our 
time should be devoted to the perfection of 
non-operative methods. I believe that that 
opinion expressed twenty years ago is 
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borne out by the facts. Non-operative 
methods are being developed and I have 
shown a group of cases tonight, many of 
which some of you would have operated 
on and some would not. They were all 
treated by competent men by non-opera- 
tive methods and satisfactory results ob- 
tained. These cases were taken from 
clinics through the United States: from 
Dr. Conwell’s Clinic at Birmingham, Ala- 
bama, from the Massachusetts General 
Hospital Clinic, from the Beekman Street 
Hospital Clinic in New York, from the 
clinic of Dr. Arche Hall, Detroit, and from 
the clinic of Dr. Hawley at Bridgeport, 
Conn. They were taken from different 
clinics carrying out different procedures 
in non-operative methods. The results 
were good. 


The operative method, I believe, today 
stands on a sound basis. The aseptic 
method in surgery has developed to the 
nth degree. Those of you who are general 
surgeons will agree it is the exception to 
have sepsis following operations. Apology 
must be made if sepsis arises. It is a 
calamity if it occurs. But if a person 
comes to you for operation you do not 
discuss with him the possibility of infec- 
tion. Aseptic technic has been developed 
in all these years up to now for the pur- 
pose of applying operative methods to 
fractures so that it may be safe to operate 
on fractures and secure the results of 
operative surgery when necessary. De- 
velopment in treatment has taken place 
along with the need for it. The operative 
surgery of a fracture stands on a sound 
basis of asepsis, of necessity, and is legiti- 
mately used under certain conditions. The 
men who use it must be competent sur- 
geons. That does not mean the man who 
is not trained should use the operative 
method. 


When we consider the universal extent 
to which the present knowledge of the 
fundamentals of both the operative and 
non-operative methods is neglected, the 


need for education and for men who are 
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competent to use these methods is ap- 


rent. I believe surgery has been made 
safe for the patient, and we should make 
the patient safe for surgery by getting 
that patient to a surgeon as early as pos- 
sible. 


My conception of the whole situation is 
this: non-operative methods have been 
developed, are being developed. There are 
disadvantages and advantages in the non- 
operative treatment of certain fractures. 
The operative method has been developed; 
it is available, and in proper hands gives 
brilliant results, but satisfactory choice of 
treatment for any individual case may 
only be made by the surgeon who is in- 
formed and is intelligent and is skilled in 
the use of both methods of treatment the 
non-operative and the operative. 





THE PREVENTION AND MANAGE- 
MENT OF BIRTH CANAL INJURIES 
AND THE ANATOMICAL REPAIR 
OF OLD LACERATIONS OF 
THE PERINEUM.* 
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JOHN T. SANDERS, M. D.,} 


NEW ORLEANS. 


Birth canal injuries are almost as old as 
the human race, and although, fortunately, 
the mortality is comparatively low, the 
morbidity is appalling. These injuries may 
be divided into two groups: the unavoidable 
and the avoidable. Naturally, it is the avoid- 
able in which we are most interested, but 
we must not overlook the fact that a nor- 
mal, spontaneous delivery may be fol!owed 
by slight laceration of the cervix and by 
injury to the levator ani muscle without 
visible tear in the mucous membrane. This 
can best be remedied by the use of an 
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Fig. 1. Vertical incision from the crest of the scar at the 
mucocutaneous junction down to the fibres of the external 
sphincter ani muscle. 


analgesic and anesthetic agent and by 
episiotomy. 


The most common causes of avoidable 
injuries to the canal are: 


(1) Rapid expulsion of the child, re- 
sulting from the use of pituitrin or from 
mechanical interference; 


(2) Disproportion between the present- 
ing part and the birth canal; 


(3) Abnormalities as to position or pre- 
sentation; improper flexion and extension 
of the presenting part; 


(4) Faulty developmental characteris- 
tics of the female pelvis; 


(5) Rigidity of the cervix, either in old 
primiparae or following previous operative 
procedures. 

We believe that these injuries can be 
reduced to a minimum by the following 


measures: 
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(1) Analgesia or anesthesia properly 
administered to prevent meddlesome inter- 
ference; 


(2) The recognition of abnormalities 
through careful routine examination and 
their correction if possible; 


(3) The use of Barnes and Voohries 
bags instead of an attempt at rapid manual 
dilatation ; 


(4) Version when indicated; 


(5) Judicious use of forceps; and 


(6) Timely operations such as episiot- 
omy and hysterotomy. 


Statistics, according to Williams and 
others, show that visible perineal lacera- 
tions occur in from 22 to 60 per cent of all 
primiparae. This does not include the 
cases which have maked relaxation follow- 
ing delivery, nor does it include the injuries 
to the anterior trigone that cause urethro- 
celes and cystoceles. 


In view of the statistics given above and 
of our personal observations as to the 
frequency of injury, we are convinced that 
episiotomy should be a routine operative 
procedure on all primiparae where aseptic 
conditions are possible. Our views in this 
matter are substantiated by those of 
Dr. Wilbur C. Smith, Professor of Anatomy 
at Tulane University, who says: “I believe 
that in every case of confinement, without 
exception, the function of the levator ani 
is impaired to a greater or less extent 
by stretching or tearing some of its 
fibers. Often the fibers are ruptured, 
though the skin and mucous membrane re- 
main intact.’”’ 


All recent injuries to the canal should be 
repaired immediately following delivery un- 
less the patient’s condition contra-indicates 
such. No repair should be attempted until 
the third stage of labor is complete. The 
cervix should be examined routinely and, if 
lacerted, sutured with No. 2 chromic catgut. 
This applies only to cases in ideal aseptic 
surroundings except as a measure for the 
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around the vaginal outlet), and redraping 
the immediate field with towels; 


(4) Exposing the field of operation with 
Smith hooks or a self-retaining retractor 
and inserting a yard roll of gauze in the 
| vagina to keep the field as dry as possible 
while suturing; 









(5) Suturing the deep structures anat- 
omically with No. 2 chromic catgue, being 
| especially careful not to tie the sutures too 
} tightly, and coaptating the skin with a sub- 
cuticular stitch of 00 chromic catgut; 









(6) Placing a 5 per cent mecurochrome 
41 wick over the line of suture to be removed 
4 in 24 hours; and 







(7) Ordering post-partal care of the 
perineum as follows: 






(a) Following the removal of the 
wick, 2 drams of 5 per cent mer- 
curochrome instilled into the 
vagina twice daily through a 
small rubber catheter ; 























(b) Mild laxatives ; 


Fig. 2. Separation of the vaginal mucosa from the per- 


ineal body. (c) No enemata or proctoclyses, but 
flushes permissible; and 


control of hemorrhage. Any rent in the 


anterior vaginal wall should be sutured, (d) For inflammation or edema, ap- 
although, if the bladder is emptied prior plication of hot compresses to 
to delivery and routine episiotomy is done, perineum. 


engage: yd 4 peor sy i i ph Since our adoption of the above technic, 
fully inspected ee repaired anatomically the number of cases which failed to heal 

te by first intention has been negligible, but, 
with No. 2 chromic catgut. unfortunately, we have had a few cases in 
which some of the superficial sutures broke 
down and one case in which the whole line 
of suture sloughed out. In cases of partial 
or complete failure, however, it is a very 

(1) Placing the patient in proper posi- simple matter to re-suture before the 
tion for perineal repair; patient is discharged. This should not be 
done until the wound is clean and the tem- 
perature normal. Then, under local or 
general anesthesia, place through and 
through silk or dermal sutures to pull the 

(3) Re-preparing the field of opera- granulated surfaces together. We do not 
tion following delivery (using 5 per cent consider it necessary to curet the granu- 
aqueous mercurochrome in the vagina and lated surface. We have followed this 


The successful repair of the perineum 
depends largely on the observation of the 
following points of technic: 


(2) Anesthetizing the patient with 
either a general or a regional anesthetic 
agent; 
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Fig. 3. Removal of a small triangle so as to better ex- 
pose the perineal body. 


practice for several years and consider it 
a sound surgical procedure. 


The gynecologist is confronted many 
times a day in his office practice with 
women suffering from old birth canal 
injuries. Many of these injuries could 
have been prevented upon their occurrence, 
but we must remember that in the United 
States a large percentage of obstetrics is 
handled by midwives and poorly trained 
accoucheurs. At times, of course, even the 
well-trained accoucheur is forced to work 
under poor aseptic surroundings and is 
also sometimes confronted with unavoid- 
able injuries as a result of instrumentation 
in abnormal obstetrics. 


Old birth canal injuries may be divided 
into two general groups: (1) extensive in- 
juries which present local symptoms such 
as pain, offensive and disagreeable dis- 
charges and, at times, a pathological condi- 
tion so great that the patient is unable to 


cope with ordinary domestic duties: in 
these cases there is no question as to what 
course to pursue; (2) moderate injuries to 
the soft parts which, though less extensive 
than those of first group, are capable of 
causing many reflex nervous symptoms. In 
our judgment, it is this latter group of cases 
that has in former years not received proper 
attention. This is due largely to the erro- 


-neous teaching of so many schools ‘that’ it 


is advisable not to repair these. moderate 
lacerations until after the child-bearing 
period. We feel, however, that from twenty 
to thirty years is too long a time to permit 
a woman to suffer when an operative pro- 
cedure with practically no surgical danger, 
and involving only eight or ten days in the 
hospital, will correct the condition. It is 
difficult in these borderline cases to deter- 
mine whether operative or non-operative 
measures will give relief, and the decision 








Fig. 4. Use of a heavy curved Mayo needle instead of a 
tenaculum to expose the perineal body and to place the 
suture. 


= r : 
ee Sgt es hy gr ER. 52% 


aS 





e ey 











a a ee ee aw | 



















SELLERS-SANDERS—Prevention and Management of Birth Canal Injuries 761 





Fig. 5. “Technique of placing the first suture. 


often taxes to the utmost the skill and 
judgment of the gyneco!logist. Oftentimes 
it is necessary to try to build up the patient 
constitutionally and at the same time to 
give local treatments such as cauterization 
of the cervix, tampons, pessaries, hot 
douches and exercise. If the patient does 
not respond in a reasonable time to this 
treatment, it is necessary to resort to sur- 
gical measures. 


Success in the technic which I shall out- 
line for the repair of the perineum depends 
on a thorough knowledge of the anatomical 
structure of the pelvic outlet. Therefore, 
it is expedient that we present the major 
principles of our more recent conception 
of the anatomy of the pelvic diaphragm as 
worked out by Dr. Wilbur C. Smith of 
Tulane University. 


“The levator ani is composed of three 
distinct sets of fibers, both at its origin 
and at its insertion, namely, the pubo- 


coccygeus, the ilio-cocygeus, and the pubo- 
rectalis. (Fig. 10 and 11.) 


“The pubo-coccygeus springs from the 
pelvic surface of the body of the pubis 
and the superior ani, back as far as the 
attachment of the ilio-coccygeus. It is a 
thin, strap-like muscle, which rests upon 
the upper surface of the pubo-recta'is and 
the ilio-coccygeus. From their origin its 
bundles pass backward and medialward, a 
few fibers from the medial border passing 
in front of the rectum to blend with those 
of the opposite side and with the sphincter 
ani. Lateral to these, a band of about 
14% cm. in breadth surrounds the rectum 
like a collar. The major portion of the 
muscle extends backward, uniting with its 
fellow across the mid-line between the anus 
and the coccyx, but some fibers continue 
backwards to become attached to the lower 
three or four coccygeal vertebrae. 








Fig. 6. Technique of placing the second suture. 
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Fig. 7. 
eight suture. 


Technique used in the placement of the figure-of- 


“The ilio-coccygeus, the broadest, thin- 
nest, and the most degenerated division of 
the levator ani, takes its origin from the 
pelvic surface of the ischial spine and from 
the arcuate line, or white line. This line 
consists of fascia extending obliquely up- 
ward as far as the superior ramus of the 
pubis, in the region of the obturator canal. 
From this latter origin, its bundles run 
almost transversely medialward, most of 
them joining the opposite fellow between 
the anus and coccyx. Some, by means of 
an aponeurosis, become attached to the 
lower coccygeal vertebrae. 


“The pubo-rectalis, the most massive 
part of the levator ani, takes its origin 
from the lateral edge of the pelvic surface 
of the body of the pubis, from the pelvic 
surface of the proximal part of the de- 
scending pubic rami, and from the upper 
layer of the urogenital trigone. The fibers 
pass almost directly backward, close to the 
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side of the vagina, to gain their insertions. 
Upon reaching the posterior part of the 
vagina, a band departs from the -medial 
margin of the muscle. The termination of 
this band is traceable to its fellow of the 
opposite side and to the opposite external 
sphincter ani. From the latter termination, 
e few fibers may be further extinguished, 
being attached by means of elastic tissue 
into the neighboring skin. The bulk of the 
muscle passes still farther backward along 
the lateral surface of the external sphincter 
ani to fuse with the corresponding 
opposite muscle between the anus and the 
coccyx, but a small contribution continues 
from it to the coccyx, either as muscle 
fibers or aponeurosis. On passing along 
the lateral side of the spincter ani, some of 
the fibers become lost in the fibers of the 
sphincter itself, and some of them termin- 
ate in elastic tissue, which ends in the skin 
around the anus. The proportion of fibers 
running to the skin amounts to very little. 
However, fibers. from both this and the 
pubo-coccygeus, as noted above, terminate 
in the skin. 


“I must agree with most of the authors 
stating that no fibers of the levator ter- 
minate in the rectal or vaginal walls 
proper. Furthermore, I am_ convinced 
that the pubo-rectalis is the true vaginal 
sphincter.’”? 


A lacerated cervix, such as often results 
from injury during childbirth, is usually 
followed by an endocervicitis which is a 
focus of infection and often a cause of 
sterility. The presence of endocervicitis 
also has a reflex effect on the nervous 
system of the patient, usually causing 
mental depression. In endocervicitis, as 
in any other disease, prophylaxis will 
eliminate many serious complications. 
This is best accomplished by routine ex- 
amination of the cervix six weeks after 
delivery and the cauterization of any eroded 
areas. Endocervitis falls into three classes: 
acute, subacute, and chronic. The acute 
and subacute should be treated with local 
applications until they are reduced to the 
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Fig. 8. Three figure-of-eight sutures placed and tied, and 
three interrupted sutures in the deep fascia. 


chronic state and are ready for more 
drastic treatment, such as cauterization or 
amputation. 


Cystoceles and urethroceles cause the 
presence of residual urine in the bladder 
and this condition, in turn, predisposes to 
chronic cystitis. Residual urine presents a 
favorable culture medium for organisms 
and the phosphates are precipitated and 
at as a foreign body to irritate the 
trigone of the bladder. It is practically 
impossible to keep such a bladder free from 
organisms; the condition produces many 
discomforting symptoms to the patient; 
and, in addition, there is always danger of 
ascending infection to the kidneys. Imme- 
diate surgical repair is the only solution in 
these cases. 


The frequency of injury to the perineum 
is, unfortunately, extremely high. To any- 
one familiar with its anatomy, relaxed or 
lacerated perineum spells laceration of the 
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levator ani muscle and its fascial coverings. 
This is important when we consider that 
the levator ani muscle and its fascial cover- 


ing not only supports the pelvic organs, but, 
as pointed out by Paramore, it is a most 


important factor in resisting intra-abdom- 
inal pressure. 


For the repair of the perineum, during 
the last five or six years, we have used a 
modification of Hill’s perineorrhaphy which 
is as follows: “Smith hook forceps are 
placed on each side of the vaginal outlet at 
the level of the carunculae and lateral trac- 
tion is made which develops a prominent 
fold. This fold is now incised in the medion 
line from the top down until the fibers of 
the sphincter ani are clearly exposed 
below. (Fig. 1.) The knife is now laid 
aside and no further incision is made.” 
A pair of blunt pointed scissors is now 
thrust under the laterai vaginal wall in 
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Fig. 9. Placement of the sub-culicular stitch of 00 
chromic catgut. 
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the direction upward and lateral in the 
long axis of the vagina for one inch. 
(Fig. 2.) The blades are then separated, 
raising the vaginal wall from its bed. On 
looking into the wound between the blades 
of the scissors one can see the pubo-rectalis 
in its sheath. This process is now repeated 
on the opposite side. No attempt is made 
to separate the posterior vaginal column 
from the anterior rectal wall inasmuch as 
their relation is not disturbed during child- 
birth and because it is the source of much 
oozing in the flap operation. At this time 
redundant tissue at the muco-cutaneous 
junction is removed in the shape of a 
small triangle whose base is about 1% inch 
and whose apex is at the caruncle. (Fig. 3)’. 
The pubo-rectalis, or perineal body, is now 
recognized on the left side by palpation and 
a Mayo needle % inch long, held by a 
needle-holder, is made to penetrate it from 
above downward, being guided by the index 
finger of the left hand. (Fig. 4.) When 
the needle is felt to pick up the muscle in 
this sheath it is used as a hook to bring 
the muscle into view. Care must be taken 
not to break the needle in this procedure 
because difficulty may be encountered in find- 


ing it. The suture is now pulled through 
and the end held by an assistant. The fascial 
covering of the sphincter on the left side is 
next picked up, then the sphincter at the 
bottom of the wound, and finally the needle 
is passed through the fascial covering on 
the right side and the pubo-rectalis on the 
same side from below upward. (Fig. 5.) 
Three sutures are put in in this manner. 
(Fig. 6.) These sutures are now pulled up 
and tied. The sutures approximate the 
pubo-rectalis and pull the’ sphincter ani 
toward the symphysis. The upper end of 
the original incision is now grasped with 
a pair of Allis forceps and three inter- 
rupted catgut sutures are used to coaptate 
the mucous membrane of the vagina. Just 
lateral to this suture, one is placed about 
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Fig. 10. Shows the levator ani muscle from above, adult 
male. The most anterior and medial fibers, which are on a 
lower plane, belong to the pubo-rectalis. The most prom- 
inent muscle, the pubo-coccygeus, which resembles a V 
and enrbraces the anus, extends back to the tip of the 
coccyx. Lateral to this and lying in a lower plane, the 
ilio-coccygeal fasciculi are disposed at an obtuse angle with 
the former. The coccygeus occupies the rmainder of the 
pelvic floor. 





14 inch from the edge of the mucous mem- 
brane flap downward, catching up the 
perineal body, passing through the perineal 
body on the opposite side and out through 
the mucous membrane, finally taking the 
second near the edge of the mucous mem- 
brane to complete the figure-of-eight suture. 
(Fig. 7.) This suture is of three-fold 
value: it reinforces the deep sutures by 
bringing the pubo-rectalis muscle together; 
it restores the relation between the vaginal 
mucous membrane and the deep structures; 
and it coaptates the overlying mucous mem- 
brane of the vagina. Three or four inter- 
rupted sutures of No. 2 chromic catgut are 
inserted to coaptate the deep fascia as 
shown in figure eight. (Fig. 8.) Skin and 
superficial fascia are now closed with sub- 
cuticular stitches of 00 chromic catgut. 
(Fig. 9.) A 5 per cent mercurochrome 
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wick is now placed over the line of suture 
and the same routine orders given as men- 
tioned above in the care of recent perineal 
injuries. 

For the past several years Dr. J. L. 
Bubis has advocated the repair of old 
lacerations immediately following delivery. 
His recent reports indicate that his results 
have been most convincing in favor not 
only of repair of the perineum, but also of 
the cervix and of cystoceles and hemor- 
rhoids. Our experience, however, has been 
limited to repair of the perineum in selected 
cases. Results of a small series of about 
forty cases have been most gratifying. 


SUMMARY. 

1. Injuries following normal deliveries 
can best be eliminated by the use of an 
analgesic and anesthetic agent and by 
episiotomy. 


2. The recognition of abnormalities 
through routine prenatal examinations, the 
administration of anesthesia, and the judi- 
cious use of mechanical aids and operative 
procedures will greatly reduce the occur- 
rence of avoidable injuries. 


3. In order to lessen the possibility of 
injury to the levator ani, episiotomy should 
be done on all primiparae. 


4. Recent injuries to the canal should 
be repaired immediately following delivery 
unless the condition of the patient contra- 
indicates such. 


5. Old lacerations of the perineum have 
a far-reaching local and systemic effect and 
should be repaired as soon as is practical. 


6. Thorough knowledge of the anatomy 
of the pelvic diaphragm is essential to 
successful repair of the perineum and only 
the experienced gynecologist or obstetrician 
should attempt the operation. 
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Fig. 11. Inferior view of the perineum of a nullipara in 
which all the superficial nmruscles have been removed with 
the exception of the external sphincter ani. Shows the 
openings of the vagina and anus, the fibers of the pubo- 
rectalis, ilio-coccygeus, and coccygeus muscles. 


7. In our series of cases, the employ- 
ment of a modification of the operative 
technic of Hill has given good functional 
and anatomical results. 
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JUVENILE DIABETES* 
ARTHUR A. HEROLD, M. D. 


SHREVEPORT, LA. 


It has been said that, as a general propo- 
sition, treating a child for a disease is like 
treating an adult, but on a-smaller scale. 
This dictum does not apply to diabetes 
mellitus, for, although the general princi- 
ples of treatment are the same, still the 
child presents certain phases and special 
points that are either not encountered in 
the grown-up or which are of much less 
significance in his case. In no other 
disease, perhaps, is it more necessary to 
individualize—that is, “treat the patient” 
—than in this affliction. In handling a case 
of juvenile diabetes, we must always re- 
member the difficulty in regulating the 
small body, it being more susceptible to 
variations in caloric intake, as well as to 
therapeutic measures. 


As to the etiology of diabetes, in general, 
as far as our present knowledge goes, three 
words probably cover the ground, viz: 
heredity, infection and obesity (usually re- 
sult of overeating and sedentary life) ; and 
how apparent these causes are in the child 
who has suddenly developed the disease! 
It has been said that certain people—Jews 
for instance—are more prone to the trouble; 
this comes under the “heredity” factor 
and often obesity. It is well known that 
some families have a weakness of certain 
organs—a predisposition to certain ail- 
ments; in the case of families with the dia- 
betic tendency, certainly the pancreas must 
be the vulmerable point. Referring to in- 
fections, how often have we encountered 
diabetes, especially in the young, which has 
evidently developed from an acute pancre- 
atic attack, which was the end result, 
either of an acute infectious disease or of 
a focal infection! Under the head of the 
latter, we have seen several associated with 
pyelitis and cholecystic disease; whether 
the pancreas became affected from these 





*Read before the Louisiana State Medical So- 
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other organs or directly from some other 
focus, which may have been primary for 
the co-existing pathology, we will not pre- 
sume to say; but, be that as it may, acute 
infectious pancreatitis is clearly and surely 
a causative agent of diabetes and very often 
causes an exacerbation of the disease, pre- 
existing; this last named being commonly 
observed in children. Obesity, sometimes a 
family fault and sometimes peculiar to the 
individual, is well known as a predisposing 
factor; Joslin is so emphatic on this that 
he considers all overweights as “potential 
diabetics ;”’ he stresses watching the weights 
of children with diabetic heredity for he- 
reditary predisposition plus overweight is 
certainly a bad combination. The conten- 
tion of overfeeding children on carbohy- 
drates is doubtful as a factor, as young 
children and infants always have a large 
preponderance of this element in their diet 
—just think of the many condensed milk 
and special “food” bahies, fat and chubby. 
However, the point is that hereditary ten- 
dency plus fat-producing diet is a factor, 
as in this case, with the weak pancreas, the 
system is unable to assimilate properly the 
large carbohydrate intake. 


The prophylaxis of juvenile diabetes, 
then, resolves itself into the avoidance, as 
much as possible, of infections and over- 
weight in those with a familial predisposi- 
tion or hereditary tendency to diabetes. 


In diagnosing diabetes mellitus, from a 
pediatric standpoint, we must stress the 
necessity of blood-sugar determinations; 
we wish to decry the expression “sugar- 
free” or “keeping the patient sugar-free,” 
referring to the urine, UNLESS WE 
KNOW THE RENAL THRESHOLD FOR 
GLUCOSE. Of course, if the cardinal sym- 
toms of polydypsia, polyuria, emaciation, 
etc., are present, our suspicions are con- 
firmed by an urinalysis; but, in order to 
learn the true status, we should make blood 
sugar determinations and should repeat 
them from time to time, if we wish to get a 
true evaluation of the case; once the renal 
threshold is ascertained, we can get fairly 

















trustworthy information from the urine, 
provided we know when the specimen is 
voided with reference to meals and to in- 
sulin, if it is being administered. In the 
suspected mild cases, blood sugar determi- 
nations are essential before instituting 
treatment, for, as is well known, renal 
glycosuria is not very uncommon and think 
of the possible harm which might be done 
to one with a subnormal renal threshold by 
putting him on diabetic therapy! 


To illustrate the above points, let me cite 
brifly, from my records: 


CASE REPORTS. 


Marjorie L., aged 5 years, was referred to me 
by a local pediatrician, as she had the persistent 
finding of a trace of sugar in her urine; previous 
history of pyelitis only. Fasting blood sugar, 
March 9, 1926,. was .09; glucose-tolerance test 
on April 1, 1926 showed blood sugar of .212 one- 
half hour after ingestion of the dextrose and .103 
one hour later. She continued to show traces of 
sugar and some pus in urine. After considerable 
discussion, I succeeded in prevailing upon the 
pediatrician and the laryngologist to consent to 
the removal of suspicious looking tonsils. Since 
then, the little pus has not re-appeared, and the 
young lady has remained sugar-free in the urine 
without other treatment. 


Sarah C., aged 6 years, first came to me on 
September 1, 1927, with typical history and with 
constant presence of sugar (often with acetone) 
in urine. Her blood sugar was .189, fasting; I 
was not long in learning that she had a rather 
high threshold. In looking over her record, I 
find these apparently conflicting reports, which, 
as J shall explain are not inconsistent, but inter- 
esting: On December 17, 1929, with urine sugar 
free, her fasting blood sugar was .310; on Febru- 
ary 21, 1930, with urine sugar her fasting blood 
sugar was .487; on March 1, 1930, with urine 
sugar, her fasting blood sugar was .081. 


In explanation of the apparent incon- 
sistencies in the last report above, I would 
like to state that, in the first instance, the 
urine was evidently secreted by the kid- 
neys early in the night, while patient was 
still partly under influence of afternoon in- 
sulin, whereas the blood was obtained with 
the typical “morning rise” of true diabetes. 
The second and third times, just eight days 
apart, with the urines nearly the same, but 
with such a marked difference in blood 
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sugar, may be explained by the fact that 
the latter instance was after I had started 
a small midnight or 2 A. M. dose of insulin, 
the blood being affected by it, but the urine 
coming through the kidneys too early for 
this hypoglycemic effect. These cases are 
cited to show the necessity of studying 
blood sugars and the proper evaluation of 
same; we shall discuss this again under 
therapy. 


Since the advent of insulin, the prognosis 
of juvenile diabetes has changed remark- 
ably. Whereas, formerly, in this condition 
we had to steer our patients between the 
Scylla of acidosis if we fed them and the 
Charybdis of inanition if we kept them 
underfed, today we can rest secure, as far 
as mortality in children is concerned if we 
give them a liberal amount of carbohy- 
drates in their diet and, at the same time, 
enough insulin to take care of it—and, in- 
cidentally the fats and other food. Joslin 
says that there is no more excuse for dia- 
betic acidosis, but that the dread is ar- 
teriosclerosis, which might begin in the 
young who have had the disease for sev- 
eral years; he blames this on an excess of 
cholesterol in the blood and attributes this 
mainly to too much fat, especially egg-yolk, 
in the diet. 


To quote F. N. Allan of the Mayo Clinic: 
“Insulin has changed the prognosis com- 
pletely. One hundred sixty seven children 
were treated at the Mayo Clinic in the first 
six years after the introduction of insulin: 
147 were still living in 1928; 3 were in poor 
health—one because of rickets, which an- 
tedated diabetes, and two largely because 
of unsatisfactory care at home. Last year, 
the annual mortality had fallen to 1.3 per 
cent which is not much greater than the 
annual death rate for non-diabetic children; 
the needlessness of most deaths from coma 
was known even before the introduction of 
insulin. Now that insulin is available, to 
insure control of diabetes, however, severe, 
deaths from coma should not occur.” 


We could quote others along this line, 
all agreeing that diabetic children should 
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not die if properly treated—and this leads 
us to the question of the proper treatment 
about which, as I shall show, there is some 
disagreement. 


Once a definite diagnosis of diabetes mel- 
litus is made in a child, insulin is indi- 
cated. This dictum of Joslin’s is, I believe, 
generally accepted today by clinicians 
throughout the world. And, we might add 
to this that, with the advent of insulin 
therapy, the ketogenic-antiketogenic diet- 
ary formulae of Woodyatt have become ob- 
solete. Please do not understand that I 
mean that weighed and measured diets are 
things of the past——far from it; they 
are more necessary today than ever, for the 
dosage of insulin is largely estimated on 
the total calories. Allen, in his masterly 


address before the American College of 
Physicians at New Orleans had this to 
say on this subject: “Another of the re- 
cent fads, namely the calculation of the 
so-called ketogenic-antiketogenic ratio, is 
unnecessary. This practice arose from a 


false view of diabetes that only carbohy- 
drate affects the diabetes tolerance.” While 
many do not agree with Allen, in cases 
treated without insulin, there is certainly 
a general tendency to give a higher carbo- 
hydrate feeding than formerly. Allen is 
eminently correct if referring to children, 
for the total caloric value of the food is 
now stressed more than the carbohydrate. 
On this, Allen says: “When the total 
calories are kept unchanged by substituting 
carbohydrate for fat, it is an easy matter 
to confirm Sansum’s recent reports by 
demonstrating that the carbohydrate al- 
lowance may be varied widely with surpris- 
ingly little change in the insulin require- 
ment—sometimes no change at all. On the 
other hand, when the total calories are 
greatly increased by adding fat, and es- 
pecially if the body weight is thus markedly 
increased, the increase of the insulin re- 
quirement may be slow and gradual but 
it becomes enormous. We thus return to 
the fact which was proved years ago, 
namely that the total calories and body 
weight are the chief factors determining 
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the insulin requirement or the burden upon 
the pancreatic function.” 


The above expresses, briefly, the prevail- 
ing opinion of today. The diabetic child 
at work or at school or at play requires 
from 40 to 60 calories of food per kilo of 
body weight, the insulin requirement 
varying according to the severity of the 
diabetes; both are subject to variations, 
depending upon gain or loss of weight and 
the amount of glycosuria and glycemia. 
But the question of amount of carbohy- 
drates to be allowed is the point upon 
which there is difference of opinion. All 
authorities are more liberal than formerly, 
provided the total calories are not in- 
creased, for all believe that the safety of 
the diabetic child rests in ample carbohy- 
drates and sufficient insulin. Sansum, who 
is the most radical on this subject, contends 
that, with the more liberal usage of this 
foodstuff, the insulin requirement is a 
little larger at first but that, after a time, 
the dosage might be reduced, not only to 
what it formerly was but, on account of 
increased tolerance, to even a less amount. 
These claims have not been concurred in by 
the more conservative, who agree that, 
while more liberal carbohydrate feeding is 
desirable, especially in children, still the 
high proportion of this element recom- 
mended requires considerably more insulin. 


There are some forms of carbohydrates 
which are tolerated better than others and 
are, therefore, especially suitable for chil- 
dren’s diets. Root and others of Boston 
have called our attention to “inulin” in 
Jerusalem artichokes; many are using 
this member of the potato family today, 
whereas formerly it was fed mostly to the 
hogs; preparations of it are now marketed 
commercially. Liver, which was given only 
sparingly in the past on account of its car- 
bohydrate content, has lately been shown 
by Blotner and Murphy of Boston to have 
a reducing effect on the blood sugar level. 
In concluding a summary of their findings, 
they write: “It is difficult to estimate the 
quantity of liver that will replace a known 

















amount of insulin, but we feel that 180 gm. 
of liver have an effect on the blood sugar 
of certain diabetic patients equal to that of 
from ten to fifteen units of insulin.” 


There have been many substitutes for 
insulin proposed, and the author read a 
paper on this subject before the American 
College of Physicians at New Orleans two 
years ago. Suffice it to say that, with the 
exception of synthalin, which should be 
used cautiously, and the special glandular 
preparations (as holadin, panteric tablets, 
etc.) in those cases associated with evi- 
dences of pancreatic-enzyme insufficiency, 
it is my opinion that none are of much 
value. ° 


Special problems in handling of indi- 
vidual cases often come up; take, for in- 
stance, that child that will show a marked 
glycosuria during the day and then have an 
hypoglycemic reaction at night. In regu- 
lating such a case, three factors must be 
taken into consideration and reckoned with 
properly, viz: the caloric intake and the 
time of same, the insulin dosage and the 
amount of exercise. Then, take the prob- 
lem of the child who will do beautifully all 
day, but who will have a marked morning 
rise of blood sugar, showing a large 
amount of glycosuria about breakfast time. 
I have worried much over such cases and 
find the solution either in a small midnight 
dose of insulin. or in giving a. tablet of 
synthalin at bedtime. In each case, caution 
must be used to avoid alarming hypogly- 
cemic reactions in these little fellows, so 
prone to go from one extreme to the other 
and so susceptible to the action of these 
remedies, provided that they are not 
‘buffered’ with carbohydrates. 


Another factor to be reckoned with—and 
one which has doubtless been overlooked 
and called by some other name—has been 
called to our attention by Williams of 
Rochester, N. Y., in the J. A. M. A. of 
April 12, 1930. His article, entitled 
“Allergic Insulin Reactions,” etc., deals 
with a child almost in extremis, whose 
general condition became worse after each 
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dose of insulin; in his quandary, he decided 
that the case resembled one of anaphylaxis 
and, inquiring into the source of the special 
preparation of insulin which he was using, 
learned that it was of pig-pancreas origin. 


He then secured some made from beef, and 
the child promptly improved and made a 
quick recovery from the coma and depres- 
sion. This fact should be borne in mind, 
for it explains some problems hitherto un- 
solved and which have been attributed to 
other causes. I have seen cases which were 
undoubtedly allergic in nature, but milder 
than the case reported by Williams; in 
one instance, changing the lot number: of 
the insulin cleared up the problem, but 
until reading this publication, I did not 
know why. 


A new hope has lately sprung up for 
the diabetics, especially the juvenile cases. 
Following the report of case of “Carcinoma 
of the Islands of the Pancreas. Hyperinsu- 
linism and Hypoglycemia,” by Wilder, 
Allan, Power and Robertson in J. A. M. A..,- 
July 30, 1927, and the one on “Dysinsulin- 
ism; Convulsions and Coma Due to Islet 
Cell Tumor of Pancreas, with Operation 
and Cure,” by Howland, Campbell, Malloy 
& Robinson, in J. A. M. A., of August 31, 
1929, a great deal of attention has been 
devoted to this condition, which is probably 
often present in a milder form and over- 
looked:—I refer to hypoglycemia due to 
overactivity of the islands of Langerhans. 
It has been known for years that ligation 
of the pancreatic ducts will cause an 
atrophy of the enzyme-secreting portion 
of pancreas and an hypertrophy of the 
internal secreting islands, causing an 
hypo-glycemia and increased carbohydrate 
tolerance; following up this work on dogs, 
it was learned that severing the tail of the 
pancreas from the body resulted in hyper- 
function of the islets situated in the tail; 
then, according to Wilder’s report at the 
recent meeting of the College of Physicians 
in Minneapolis, it was learned that the 
same results could be obtained if the ducts 
were exposed and ligated as it passes from 
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the tail to the body. The results were so 
gratifying that it was decided to try it out 
on children when the occasion presented 
itself; Dr. Wilder reported in detail the 
operation as carried out by the surgeon, 
Dr. DeTakats of Chicago, on two diabetic 
boys, one of whom he presented at the 
clinic. While he was somewhat disap- 
pointed that neither one had, as yet, 
established sufficient tolerance to dispense 
within insulin, still there had been a de- 
cided improvement in both cases—sufficient 
to hope for even better results with 
improvement in technic and, certainly 
enough justification to continue the work. 


SUMMARY. 


1. Juvenile diabetics require more exact 
care and individualizing than the adults. 


2. Heredity, infections and obesity are 
the general etiological factors. 


3. Prophylaxis, then, is to prevent or 
eradicate infections and fight obesity in 
children of diabetic heredity. 


4. If properly treated, the prognosis is 
good, as to life. 


5. Diabetic children require care as to 
diets, especially total calories; all require 
insulin, which should be regulated accord- 
ing to food, weight and activity. 


6. Some other preparations are of value 
at times and surgery gives hope of possibly 
proving to be a panacea. 


DISCUSSION. 


Dr. I. I. Lemann (New Orleans, La.): The 
problem of the diabetic child is not only an in- 
teresting and urgent one, but a most promising 
one. In former days, the outlook of the diabetic 
child was indeed black, and the younger the 
child the shorter the outlook. Today, thanks to in- 
sulin, the picture is reversed and we may base an 
opinion upon our experience of the past seven 
years of the insulin era and say that the outlook 
of the diabetic child under insulin is indefinite. 
Dr. Herold has very properly stressed the impor- 
tance of a blood sugar determination at the out- 
set in order to establish the diagnosis. We are 
confronted from time to time with cases that are 
not at all clear, cases that we cannot, in the ab- 
sence of the characteristic symptoms of polydipsia, 
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polyphagia and polyuria, make sure of a diagnosis 
of diabetes even in the presence of glycosuria un- 
less we make a blood sugar determination. Such 
a case was that of a young child of two or three 
years of age whom I saw some years ago. There 
was glycosuria present. The child had some 
trouble with the prepuce which demanded a cir- 
cumcision, and because of the glycosuria the 
family doctor hesitated to proceed with the oper- 
ation. We found the child’s blood sugar normal 
after fasting and even after a meal. Just at that 
time its mother developed a carbuncle, and we 
found sugar in her urine, but we found her to 
have a perfectly normal blood sugar both before 
and after a meal. 


Our impression at first was that we were deal- 
ing with renal glycosuria both in the mother and 
the child, a condition* which, by the way, is fami- 
lial; as is diabetes mellitus. Presently, however, 
the child’s blood sugar went up and I felt quite 
certain we were dealing with a true diabetes and 
ordered the child to have some insulin. It was 
taken home. The doctor proceeded with the cir- 
cumcision, and successfully. The parents were not 
satisfied but took the child to Rochester where 
Dr. Wilder of the Mayo Clinic apparently arrived 
at the conclusion that the child was not diabetic 
and ordered the insulin discontinued. It was not 
many months after that I was summoned from 
New Orleans to Jackson, Miss., to see the child 
in diabetic coma. There is no doubt that the 
child is now a diabetic. 


On the other hand, I have had occasion in the 
last couple of years to see another child curiously 
enough from the same town who was reported 
to have traces of sugar in the urine. I studied 
her for some days and found her blood sugar 
was normal under all conditions. That child was 
seen after six months and again after a year. 
She has remained perfectly normal, has had no 
more sugar in the urine and has continued to 
have a perfectly normal blood sugar. So the diag- 
nosis is not always an easy one to make, and I 
should reinforce what Dr. Herold has had to say 
about the importance of blood sugar studies at 
the outset. 


Dr. A. A. Herold (closing): I should say that 
is quite an interesting case that Dr. Lemann re- 
ported, when Dr. Wilder decided it was not dia- 
betic and later the child proved to be diabetic. 


I have a patient that was taken up to the psychi- 
atric institute. Dr. Frederick M. Allen saw the 
child, and after the diet had been regulated with- 
out insulin the child was sugar free and the blood 
sugar was normal within regular limits until he 
gave a glucose tolerance test which gave a dia- 
betic curve. That was seven years ago, and the 
child is still diabetic. 











I want to speak of the work Wilder and De- 
Takats are doing. It is hoped to furnish a positive 
cure for diabetes in the young. We know that 
insulin is simply substitution therapy, giving what 
the system lacks, and in children that is all we 
hope to do, where the insulin producing organs are 
unable to cope with the diabetic state. 


Following this first case, which was reported in 
the Journal of the American Medical Association, 
Hyper-Insulinism from Malignancy of the Pan- 
creas, they found at autopsy metastasis of the 
liver. The theory is that the islands of Langer- 
hans were also secreting insulin and that is why 
the patient was getting too much insulin. 


Of course, as Dr. Wilder says, we don’t want 
to give the patient a carcinoma in order to cure 
him of diabetes. If we could produce benign 
tumor, we can do so. Following animal experi- 
ments, they believe by some method of ligating 
the duct to give something like an hypertrophy of 
the tail of the pancreas that contains most of 
the islands it would produce benign tumors of the 
islets and get enough insulin secreted to take care 
of the bodily needs. That is the idea of curing 
the patient, and not the substitution therapy 
which we have today. 





AN OFFICE METHOD OF TREATING 
RECTAL FISTULAE WITHOUT 
CUTTING THE SPHINCTER.* 


J. W. WARREN, M. D., 
NEw ORLEANS. 


Gant says that 50 per cent of operations 
for rectal fistulae are failures. Tuttle says 
that less than 45 per cent are cured. Every 
physician probably knows of cases who are 
compelled to wear the diaper the remainder 
of their lives as a result of fistula operation 
or cutting the sphincter muscle. Such cases 
are pitiable. The loss of control, the invol- 
untary escape of gas and liquid feces at any 
time with attendant odors, permanently 
debar them from human society. Truly, the 
last state of that man is worse than the 
first. 


It matters little whether the percentage 
of such unhappy results is 10 per cent or 
5 per cent. Let us bring this matter right 
home where it belongs. Doctor, knowing 
the chances of non-union to be 2 per cent, 


a 





*Read before the Louisiana State Medical 
Society, Shreveport, April 29-May 1, 1930. 
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would you permit your own sphincter to be 
cut? How about 1 per cent? Then are we 
honest to advise trusting patients to sub- 
mit to what we ourselves would refuse? 


It is very evident that any sound 
method of curing rectal fistulae without 
cutting the anal spincter is a Godsend to 
humanity. Your attention is respectfully 
called to such a method, which I have used 
for three or four years on all of my old 
and most difficult cases. An earlier report 
on the results of this method would have 
been necessarily incomplete and immature, 
as the method was too new and untried. 


Old Mother Nature, who is our best ally, 
attempts to heal every rectal fistula, but 
her success is prevented by two factors. 
One is the internal opening through which 
the partly healed tract is repeatedly rein- 
fected. Every fistula sufferer knows that 
in the early months or years his fistula 
seems to come and go. For periods of 
weeks and months it seems to disappear, 
only to be reinfected through the internal 
opening and burst out again at the same 
old place or a new one near by. This alter- 
nate better and worse lasts throughout life. 
It never heals permanently of its own ac- 
cord. It is always a pus pocket in the 
system, with all of its well known dangers 
of infection, systemic and local, and is most 
dangerous during the periods when it is 
not discharging, because the pus may be 
entering the lymphatics, the blood, or other 
serious localities. 


The other preventive factor to sponta- 
neous healing, is the hard rind or fibro-scar 
wall which nature has thrown out around 
the channel to wall off the pus. It retards 
or prevents granulation and healing. In 
many cases it actually becomes pyogenic. 
It appears that the cells of this protective 
wall, after long exposure to pus infection, 
finally become themselves pus generators, 
secreting constantly a foul, ichorous dis- 
charge. Before such cases can possibly 
heal this wall must be removed. That is 
why slitting operations fail; this wall is 
still there and continues to discharge. 
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The first part of our method is directed 
toward the removal of the pyogenic tract. 
The second part to the closure of the in- 
ternal opening. Then nature completes the 
cure while the patient walks around and 
attends to business or pleasure. 


The first step on presentation of a case 
of fistula, which passes outside the sphinc- 
ter ring, is to locate the internal opening. 
It will nearly always be found on the 
papillary circle midway between the two 
sphincters. If the silver flexible probe fails 
to pass, insert a glass rectal speculum or 
large test tube, and with a cone tip to your 
syringe to prevent backward escape, inject 
mercurochrome in hydrogen peroxide into 
the external opening, using as much pres- 
sure as necessary to force the fluid through 
the internal opening. The escape of red 
bubbles from the internal opening can be 
seen, fe't and heard. 


Next, under local novocain enlarge the 
external opening, straighten out any 
curves and open any narrow constrictions, 
using a small two-edged ball pointed knife, 
Dickerson’s fistula knife serves very nicely. 
This converts the fistulous tract into a 
larger, more regular and straighter one. 


Next you take a half inch strip of coarse 
mesh gauze, saturate it thoroughly with 
10 per cent zinc chloride paste (see for- 
mula), all that it will possibly hold. With 
a spatulated alluminum gauze packer, carry 
one end of this strip nearly to the internal 
end. Pack tightly, distending the entire 
fistulous tract and expressing the paste 
well into every branch, diverticulum and 
ramification. It is of the utmost importance 
that this tight packing and full distention 
be thoroughly done. 


Formula of the Alexander paste, as 
given by Dr. Alexander: 
Chloride of zinc 10 per cent 
Scarlet red 
Thiosanamine 
Pv. charcoal 
In a base of starch and flour. 
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This paste may be obtained ready for use 
from the White Surgical Co., Knoxville, 
Tenn. 


After this packing the area becomes 
quite red and swollen. But have no fear as 
no harm will result. Some supersensitive 


patients have quite a bit of discomfort, but 
opium and the bed are not necessary, 
Sitting in hot water and a tablet of pain- 
odyne or allanol will usually give relief. 
After five full days the pack will become 
quite moist and separation will be about 
comp'ete. With cerated forceps and a good 
firm grip, make mild traction and torsion. 
If this does not move it, do not get impa- 
tient. Wait a few more hours for complete 
separation, when it will slip right out like 
2 chicken’s goozel. 


You may be astonished at first at the size 
of the fistulous track and the hole it leaves. 
But remember it is mostly gauze and cavity. 
It may have been an old abscess cavity 
which was further distended by the gauze. 
Actual measurement will show the thick- 
ness of this rind to be about one-sixteenth 
to one-tenth of an inch. There should be 
no blood and the cavity will be clean and 
healthy. Granulating and contracting be- 
gins at once and is very rapid. 


At this same sitting close your internal 
opening. Under local novocain a short cir- 
cuit hook (Alexander’s) is hooked into the 
internal opening and carefully worked 
down along the inner margin of the sphinc- 
ter until it bulges up the skin at the anal 
verge. A little slit is then made through 
the skin only, from the bulging point up 
to the muco-cutaneous junction, for the 
exit of the hook’s eye. Pass a No. 32 rub- 
ber ligature through this eye and carry it 
back with the hook through the internal 
opening. Your rubber ligature is then tied 
firmly but not too tightly, the knot fitting 
snugly right down into the little slit. Note 
that this little slit has divided the only sen- 
sitive nerves within the ligature’s grasp. 
No nerves are impinged, and no sphin- 
ter fibers are included in the ligature’s 
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grasp, so that you will have no after pain. 
Included within its grasp are all of the 
mucosa below the internal opening and all 
the sub-mucous and subtegumentary tissues. 


Now what have you accomplished by 
this rubber ligature? Its tension has 
pulled the edges of your internal opening 
into actual contact like the edges of a 
button hole, and it will hold them there 
until adhesion and union takes place. You 
can assist by touching these edges with 
nitrate of silver. Furthermore, the ten- 
sion of this ligature pulls down the lax 
membrane over the fistulous opening, as a 
window shade is pulled down over the 
opening and it is fastened there until union 
takes place. In addition this rubber tension 
keeps the short circuit open for drainage. 


This principle, the old method of Elt- 
ing—has long been used by surgeons to 
close false openings in vagina and other 
situations, by dissecting up the mucosa, 
pulling it over the opening and stitching it 
there. But in rectal fistulae this has usually 
failed as have also the purse string suture 
attempts, because of the backward drain- 
age of a little pus causing the sutures to 
slough out. But this unique little device goes 
the surgeon one better, by providing an 
easy downward, short circuit drainage (less 
than half an inch) for the backward flow 
of pus. It readily follows the rubber liga- 
ture, whose tension ever keeps the short 
channel open. As the rubbers cuts its way 
out in five or six days, granulation follows 
close in its wake. 


Now do not confuse this method with 
the old rubber ligature method which was 
no good. They have nothing in common 
except rubber. 


Reports of typical cases treated by this 
method only, would add little to what has 
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been said, so I have selected four or five 
atypical or unusual cases to show how a 
combination of the paste with the step by 
step method is in some cases very advant- 
ageous. 


The step by step method in a nutshell is 
the usual fistulotomy in several steps in- 
stead of all at once. One quarter or half 
an inch every three to six days is incised, 
making sure that proper granulation and 
healing follows each step before the next 
is taken. It is applicable to any fistula 
which does not contain a pyogenic lining, 
or after such a lining has been removed, 
provided always that the sphincter muscle 
must not be cut. 


CASE REPORTS. 
Case 1. Mr. B., Biloxi, Miss. History of fistula 
for eighteen years, beginning in 1910 with per- 
rirectal abscess which ruptured posteriorly. It 
was operated in 1911, but promptly returned and 
again was operated in 1925 but again returned. 


Examination showed a large external opening 
an inch outside and to the left posterior. The 
inside opening was at the junction of the papil- 
lary line and posterior commisure. The cause 
of the returns was plainly the pyogenic nature 
of the fistulous tract. After the operations it 
continued to secrete pus and so prevented heal- 
ing. June 6, 1928, it was packed with the paste 
and five days later the entire tract was pulled 
out and may be seen as exhibit No. 1. Now the 
unusual feature of this fistula was that the in- 
ternal opening was very large and cicatrized and 
not in movable membrane, so that it could not 
be closed by the rubber ligature as usual. So the 
tract was stepped to the posterior median line and 
then stepped right in on that line, between the 
fibers of sphincter muscle. It promptly healed 
and I have kept in touch with _this fellow ever 
since, nearly two years now. There has been no 
further trouble. 


Case 2. Mr. P., Moss Point, Miss. History of 
fistula for two years. Operated in Biloxi one 
year previously but the fistula promptly returned 
after a month. Examination showed a complete 
fistula with the external opening an inch on the 
left and the internal opening directly above, on 
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Case 3 Showing fistulous tract as it, was being extracted. 
Dark ring shows area of induration. 


the papillary line, as usual. The pipe stem feel 
to the finger and the ichorous discharge indicated 
It was 
at once packed with the paste and in five days it 
This fistula did not involve 


In other words it passed 


the pyogenic nature of the fistulous tract. 


slipped out nicely. 

the sphincter muscle. 
inside the sphincter ring, so that no sphincter 
fibers 
tract and the anal canal. 


muscle intervened between the fistulous 
In such a case it is 
not necessary to use the short circuit closure. 
When the tract had nearly granulated up, one 
step, through all soft »arts left only the mucosa, 
and a couple of days later a second step completed 
the job. It healed promptly and a letter from 
the patient last week said that there has been no 
further trouble since being discharged about a 
year ago. 


Case 3. Mr. H., Meridian, Miss. 
fistula for several years, finally becoming so seri- 


History of 


ous that he could no longer stand at his barber’s 
chair. Examination showed a very large opening 
on the right buttock seven inches from the anus. 
The soft silver probe failed to follow the tortuous 
Red peroxide bubbles came through a 
large ulcerated opening about the junction of the 
posterior commisure and papillary circle. The 
unusual feature of this case was that this large 


course. 


ulcerated internal opening was NOT in a movable 
mu:zosa, and therefore could not be closed by the 
elastic ligature as usual. It seemed best to close 
it by the step method. The age of the tract, the 





But the result justified the time and effort as he 
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hard pipe stem feel, and the thin ichorous nature 
of the discharge, and the grating bone like feel 
to the probe left no doubt as to the pyogenic 
nature of the lining cells. It was at once enlarged, 
straightened as much as possible and constrictions 
opened under local novocain and packed as far 
as possible with the paste, a second pack was 
inserted through the internal opening. Early on 
the sixth day a long fistulous tract was removed. 
It may be seen as Exhibit 3. Then the entire 
tract was stepped in six steps, three to six days 
apart until the external opening was at a point 
in the posterior median line one inch behind the 
anus. Sufficient time was taken to assure that 
proper healing followed each step before the next 
was taken. This now converted the eight or 
nine-inch tortuous fistula into a straight tract a 
little more than an inch long, with the external 
opening in the median line and the internal open- 
ing also in the median line directly above it. It 
was now a very simple procedure to step it in 
on the median line BETWEEN the fibers of the 
right side and those of the left side of the sphinc- 
ter muscle, so that none of these were cut. When 
the external opening was stepped to the internal 
opening, of course, there was no more fistula. 


The very unusual length of this fistula with its 
great depth and the large unhealed abscess cavity 
encountered posteriorly, all required a long time 
for completion of the job, seven weeks in all. 
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Case No. 3 on being discharged, showing line of step to 
the posterior median line. Three sutures were used to in- 
sure apposition for the walking patient. 














made a complete recovery. He walked to and 


from the office every one or two days. Here are 
before and after photos, 7, 8, and 9, showing the 
line of step, also showing the extraction of the 
fistulous tract, at the moment it was taken out. 


This is precisely the kind of a case which might 
have been irretrievably ruined by cutting the 
sphincter. 


Case 4. Judge M., New Orleans. History of 
discharging sinus for a couple of years. The ex- 
ternal opening was at the edge of the scrotum 
six inches from the anus, near the anterior median 
line. The flexible silver probe readily followed 
the channel to the internal opening on the papil- 
lary line very near the anterior commisure. The 
induration, the continuous (rather than inter- 
mittent) discharge of ichorus pus indicated the 
advisability of removing the entire tract, and I so 
advised. But the patient did not want that. 
Being a very busy lawyer he made special re- 
quest that he be so treated that he would not 
have to lose any time at all from his office and 
practice. He added that he was perfectly willing 
to visit my office any number of times and wait 
as long as necessary for final cure, provided only 
that he could in the mean time continue to attend 
to his practice. 


Under those conditions the step by step method 
was adopted, and it was brought in by short steps 
directly on the median line, passing between the 
fibers of the right half and those of the left half 
of the sphincter, so that no fibers were cut. It 
was finished in about four weeks. It all healed 
up nicely including the internal and external 
openings. But, in about two weeks it broke down 
again and discharged from a new opening about 
the middle of the old tract. Examination showed 
no internal opening, it being firm and well closed. 
The cause of this trouble was that old pyogenic 
lining. So I had one more try before resorting 
to the paste. I laid open about an inch in the 
middle, scarrified the walls and curetted out from 
both directions. It reluctantly healed and has 
given no more trouble in these two months. The 
ZC paste should have been used at first, and if it 
ever troubles again it will yet be used. 


I have never seen a single return after the paste 


removal. 
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Case No. 5. Removal of coccygeal dermoid cyst with 
- C. Paste. The two applicators indicate anus. 





Case 5. Mr. H., New Orleans. Patient com- 
plained of discharge from behind the anus for two 
years. Examination showed the well known hair 
fistula, the tract leading toward the coccyx in- 
stead of toward the rectum. 


Diagnosis, a suppurating dermoid cyst in the 
coccygeal space. 


Now complete excision is the treatment for 
such cases. I had never even heard of a der- 
moid being removed with the ZC paste, but why 
not? It could do no harm. So under novocain 
and with the fistula knife the small, straight tract 
was enlarged criss cross down to, through, and 
beyond the dermoid and packed with the wick and 
paste. The entire tract came away nicely with 
the dermoid and hair coil adherent. A photo 
snapped at the moment of extraction may be seen 
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No.1! No.2 No.3 


Fistulous Tracts—Removed by the escarotic paste. The 
first three are from the cases reported. Reduced centi- 
meter scale for purpose of comparison. 
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as exhibit No. 10. 
which could be easily inspected, for remnants or 
It healed up 
nicely. That was fifteen months ago, and it is 
still all right. 


It left a large, clean hole, 
branches, but there was none. 


That is the only dermoid I have 


be it remembered, is still on the increase 
in America. 


Where a fistula is slit out in the ordi- 
nary way and the wound left open to heal 
by granulation, pus and other infection 
coming into direct contact with it, cause 
the reformation of this fibro-scar tissue, 
instead of normal tissue. But the Z. C. 
paste method of removing the entire cast 
in toto, and immediately closing the in- 
ternal opening or source of infection, 
prevents these infections from entering the 
cavity, and so promotes the regeneration 
of the normal surrounding cells, instead of 
fibrous. For this reason if for no other, 


tried it on, so I simply report it for what it is my 


worth. I am going to use it on others. 
SUMMARY. 


The two foremost advantages of this 


method are the removal of all fibro- } 


pyogenic tissue, and the preservation of 
the integrity of the sphincter muscle. 
Pennington believes that fibro-scar tissue 
caused by fistula operations, clamp and 
cautery and ligature for hemorrhoids, etc., 
is responsible for many cases of carcinoma 
in later life. Other observers agree that 
while this fibrous tissue is more resistant 
to pus and other ordinary infections it is 
less resistant to carcinoma. Carcinoma, 


the entire fistulous tract should be re- 


moved. 


Another important advantage in this 
method is that these patients do not have 
to go into a hospital nor to bed. There is 
an undoubted mental and physical depres- 
sion about hospital confinement. It is a 
fact that normal drainage, normal circula- 


j tion and recuperative powers are better 
| and more rapid while walking around, 


pleasantly occupied, eating normally, than 


; when confined to a sick bed. 


Last but not least of its advantages, that 


» precious little guardian of comfort and 


" society, the external sphincter muscle is 

































not cut nor is its functions in any way 
impaired. 


I am going to answer one question before 


it is asked: No, I did not originate this 
method, but wish I had. That honor be- 
longs to the late Dr. Henry F. Alexander. 
In his treatment room in Knoxville, Ten- 
nessee, he showed to a class of us fistula 
after fistula—eighteen cases. We were 
amazed that one man should be able to 
demonstrate eighteen fistula cases at one 
time. Each case walked into the office, got 
his treatment and walked out and down 
the street and continued to walk or play at 
will. Every case was treated by Z. C. 
paste, which he called apple butter. Each 
case was in a different stage of treatment, 
so that it was easy to demonstrate each 
and every step of the method over and 
over again. 
by day with the greatest interest you may 
be sure. These were all difficult cases, not 
a simple case in the lot, some of them 
having been operated, one or more times. 


These eighteen cases were all cured. In @ 


line with the old Biblical injunction, “Prove 
all things and hold fast to that which is 
good.” 
practice that method and for nearly four 


years now have used it in all of my old } 


and most difficult cases of rectal fistulas, 


We watched the results day | 


I came home and began at once to § 
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and I have not seen a failure nor a return 
as yet. 


Dr. Alexander told me that in fourteen 
years he has not had a failure. And I 


firmly believe that every case of non-tuber- 
culous fistula can be cured by a proper 


application of these principles and technic. 


As you have noted I.find it indispensable 


' in these pyogenic.cases even after they 
' have had one or more operations, and still 
‘ discharge. Just pack and remove that pus 


generator and it heals right up. 


For certainty and safety in the cure of 
these old, discharging sinuses I regard it as 
the greatest step forward in a hundred 
years.* 

CONCLUSION. 

Now in conclusion (as there has been no 
opportunity for questions) I will just re- 
iterate that I believe every non-tuberculous 
fistula can be permanently cured by a 
proper application of these principles and 
technic. 


For safety, certainty and positive results 
I regard this method as the greatest step 
forward in fistula work in a hundred years. 


*Grateful appreciation for courtesies of Dr. 
George L. Dickerson for use of electrotypes, and 
to Technician Guy R. Buisson for preparation of 
lantern slides and photographs. 
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THE OPAQUE CLYSMA IN EXAMINA- 
TION OF COLON.* 


LESTER J. WILLIAMS, M. D., 


BATON RouceE, LA. 


The advantages of the barium meal have 
been so often testified to, that it has now 
become a routine measure in the examina- 
tion of the gastro-intestinal tract, and while 
in most cases the information on the colon 
derived from this examination has been 
sufficient, in other cases a more complete 
study of the large bowel is necessary. 


In the beginning, examinations of the 
gastro-intestinal tract were disappointing 
because the hollow viscera cast no shadow 
on the roentgen-ray plate, but on the dis- 
covery that an opaque media could be used 
to outline these organs the roentgenogram 
immediately became important to the in- 
ternist. 


Bismuth was first used but discarded on 
account of the toxicity of some of its im- 
purities and barium sulphate because of its 
insolubility, cheapness and non-poisonous- 
ness was substituted. 


As mentioned in the opening paragraph 
some cases demanded more information 
than the ordinary gastro-intestinal roent- 
gen-ray examination offered and an enema 
by means of the opaque media was tried. 
This did not prove satisfactory at first and 
as late as 1912 Bythell and Barclay of 
England “damned with faint praise” the 
opaque enema with the following words: 


“Another method of examination in 
these cases is that of injecting a suspension 
of bismuth per rectum; very frequently the 
arrest of the shadow at a certain point is 
of great significance, and may indicate ex- 
actly the site of an organic obstruction. 
Unfortunately, however, our experience of 
this method of examination has not been 
uniformly successful, probably owing to 
mechanical kinking through a too rapid 
dilatation of the rectum; we do not there- 





*Read before the Louisiana State Medical So- 
ciety, Shreveport, April 29-May 1, 1930. 


WILLIAMS—Opaque Clysma in Examination of Colon 


fore place such reliance upon it as we an- 
ticipated from a consideration of the pub- 
lished records and our own early cases.” 


There are several reasons why this ex- 
amination may not have proved satisfac- 
tory: 


1. The mixture may not have been 
properly made. We find that the best re- 
sults are obtained with eight ounces of 
barium sulphate with one pint of mucilage 
of acacia mixed with two large cans of 
evaporated cream, the whole mixture 
warmed to body heat and diluted with 
warm water if the mixture is too thick to 
flow well. 


2. The enema may have been given with 
a rectal tube as a high enema; this is un- 
necessary as we daily prove that a low 
barium enema fills every portion of the 
colon, and a doubt is expressed whether the 
high colonic flushing is ever indicated. 


3. Bythell and Barclay mentioned the 
mechanical kinking due to a too rapid 
dilatation of the rectum; this was probably 
caused by too much pressure in having the 
container placed too high above the patient. 
It appears that three or four feet above the 
patient is practicable. 


4. I feel sure that the enema given by 
these English authorities was not given 
under the fluoroscopic screen, but roentgen- 
ograms were relied upon to furnish the 
necessary data. The skiagraph records 
only a single image seen at some particular 
moment and necessarily has a restricted 
value. The fluoroscope on the contrary 
shows every detail of the procedure from 
the filling of the ampulla to the detection 
of the competence or incompetence of the 
ileo-caecal valve. Under the screen we note 
such important details as the length of time 
necessary to fill the entire colon, where de- 
lays occur, examination of the haustration, 
filling defects whether constant or spas- 
modic, constrictions and the ability to pal- 
pate every inch of the colon. 


May I pause just long enough to make 
a suggestion that will mean much to both 
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the patient and the radiologist? Imme- 
diately after a protoscopic examination the 
patient has difficulty in retaining an enema, 
so for obvious reasons delay the request for 
a barium enema until twenty-four hours 
have elapsed. 


The referring physician is responsible 
for one of the most important steps in the 
roentgen-ray examination and that is the 
proper preparation of the patient, and upon 
the thoroughness of his preparation de- 
pends in a great measure the satisfactory 
results. 


On the day before the examination a 
light supper is suggested with an ounce of 
castor oil at 10 P. M. of the same day. On 
the morning of the examination a soap suds 
enema is given at 6 o’clock and another at 
7 o'clock. A cup of black coffee, if desired, 
is given at 8 A. M. with the barium enema 
at 9 A. M. 


First in importance of the conditions in 
which the barium enema is called up to add 
roentgen-ray evidence is the diagnosis of 
malignancy of the colon, and this condition 
is usually manifested by two very important 
signs; first, the filling defect, and, second, 
obstruction. 


The filling defect is the result of a tumor 
projecting into the lumen of the intestine 
but sometimes it is due to an infiltration 
or stiffening of the intestinal wall which 
does not expand with the pressure of the 
enema. 


The obstruction is shown by a termina- 
tion of the clysmal current either by a 
conical projection or a blunt rounding off. 
It is to be remembered, however, that the 
obstruction may be of such a nature as to 
make the stenosis so slight that the 
enema only exhibits a temporary retard- 
ation. In this case the diagnosis becomes 
more difficult. 


Carman, who up to his death a few 
months ago was the greatest authority on 
the roentgen-ray examination of the gastro- 
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intestinal tract, was convinced that 90 per 
cent colonic cancer could be detected by the 
opaque enema. He also sounded a warning 
to ambitious radiologists who attempted to 
pass upon the question of operability. Ex- 
perience at the Mayo Clinic has shown 
that some growths might be resected re- 
gardless of location, extent or the presence 
of adhesions. 


A very serious condition of the colon that 
often confronts the physician is obstruc- 
tion, if the obstruction is acute, great care 
in the roentgen-ray examination is neces- 
sary; the barium meal of course is contra- 
indicated, and even with the barium enema 
there is some danger in spite of every pre- 
caution. I personally advise a plain skia- 
graph, relying upon the gas-filled intestine 
to locate the point of obstruction. 


I don’t believe that the radiologist will 
have any difficulty in differentiating the 
colon from the small intestine nor in locat- 
ing and describing the point of obstruction 
reading from a film in which gas is being 
utilized to make the diagnosis rather than 
the dangers of a barium meal or enema. 


There is quite a striking image noted 
when a case of Hirschsprung’s disease is 
examined with the barium enema, this con- 
dition is sometimes called megacolon and 
is a congenital idiopathic dilatation of the 
colon. The few cases that I have seen 
showed the entire colon enormously dilated 
with the colon of a small child as large as 
that of an adult. The appearance of the 
colon in its entirety was broad with almost 
a complete absence of haustration. 


Chronic ulcerative colitis is recognized 
during the barium enema by a rather gen- 
eral narrowing of the colon combined with 
an absence of haustration. Carman refers 
to two types, that in which the contour of 
the bowel resembles a gas-pipe and a sec- 
ond in which he uses the simile “string of 
sausage.” Another point noted in this 
condition is the rapidity with which the 
colon is filled. 
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As a rule this disease of unknown 
etiology begins in the descending and pro- 
gresses until it involves the entire colon. 


There is a condition not so common as 
other lesions of the colon and still of real 
importance, and that is diverticula. In 
Carman’s work on the alimentary canal he 
devotes an entire chapter to diverticulitis. 
The word according to Dunglison’s Medical 
Dictionary refers to inflammation of diver- 
ticula and I think the chapter should be 
headed diverticulosis if I may use a word 
that aptly brings to us a condition in which 
there are many diverticula present. 


Diverticula are divided into two classes, 
congenital and acquired and the latter fur- 
ther subdivided into the true or complete 
and the incomplete or false. 


The roentgenologic appearance is that of 
well rounded or oval shadows projecting 
from or lying outside the lumen. At later 
examinations: the barium is retained in 
these diverticula with the colon emptied of 
its contents. If these oval or rounded 
shadows are observed together with spasm, 
narrowing and defective filling of the 
colon the diagnosis of diverticula is the only 
one possible. 


In tuberculous colitis the main signs upon 
which a diagnosis is based are the follow- 
ing: 

1. Filling defects. 
2. Spastic phenomena. 
3. Obstruction. 


Practically all of the lesions are found in 
the caecum and ascending colon and only 
rarely in the distal half of the colon. 


The first sign above mentioned, the fill- 
ing defect, is sometimes due to organic 
encroachment upon the lumen and in other 
cases from spasm and failure to retain the 
opaque clysma. 
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The obstruction may be complete or par- 
tial. 


Care must be exercised in making a diag- 
nosis of this condition as malignancy or 
chronic ulcerative colitis may produce simi- 
lar signs. 


One of the very rare conditions that must 
be included in a paper on the opaque clysma 
is polyposis, of which very few cases have 
been recorded. The roentengologic appear- 
ance is that of a filled colon (except when 
completely obstructed) with an irregular 
mottling in those areas occupied by these 
multiple papillomatous growths. 


In a previous paper I have mentioned 
my experience with several cases of situs 
inversus viscerum totalis, a barium enema 
given these cases results in a classic image 
of a complete transposition of the entire 
length of the colon. 


We who have graduated from Tulane can 
remember the illuminating lecture that Dr. 
Matas gave on the long movable caecum or 
caecum mobile. He mentioned that in 
chronic appendicitis complicated with 
caecum mobile, the removal of the appendix 
did not always relieve the pain, due prob- 
ably to the twisting and stretching of the 
nerves in the mesentery. To recognize this 
condition radiologically Case calls attention 
to the abnormal mobility, dilatation and 
elongation with stasis in the caecum long 
after the colon has been emptied. 


No paper on the colon is complete with- 
out some reference to Metchnikoff whose 
belief is that the bad results of intestinal 
stasis are due to the retention of feces in 
the colon. Metchnikoff’s theory is that the 
colon in mammals is just a large reservoir 


and enables them to run long distances 
without stopping to void their excreta, 4 
valuable consideration when pursued and 














also valuable when the tables are turned. 
This reservoir was employed by the Ger- 
mans at the beginning of the war during 
that spectacular march on Paris, when I 
am told the soldiers were not allowed to 
stop for defecation. 


Sir Arbuthnot Lane also in no uncertain 
way stresses the dangers of chronic intes- 
tina] stasis with such fervor that recent 
writers have referred to this condition as 
Arbuthnot Lane’s disease, and if we be- 
lieve as he does of the far-reaching effects 
of this condition, the demand for barium 
enemas will keep the radiologist busy to 
the exclusion of all other work. 
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CHRONIC DUODENAL STASIS* 
HAROLD G. F. EDWARDS, M. D., 


SHREVEPORT, LA. 


The growing interest in chronic duodenal 
stasis is the reason for calling attention to 
this relatively frequent condition. It has 
been known under many names: duodenal 
stasis, duodenal ileus, duodenal dilatation, 
duodenol obstruction, etc. Since the princi- 
pal finding on roentgen examination is 
stasis, the writer will refer to it as chronic 
duodenal stasis. 


The earliest reported case was Boerner’s 
in 1752 and in 1820 Yeats described the 


symptoms. In America, it was discussed 
by Anderson in 1848. Since these early re- 
ports many contemporary writers have con- 
tributed to the voluminous literature, 
among them Lane, Wilkie, Duval, Weiss, 
Codman, Kellogg, Case, Danna, Quain and 
Levin. Bloodgood, in 1926, wrote a detailed 
account of the condition. 


Ochsner, Quain, Hartmann and other 
writers have noted the frequent persistence 
of symptoms in patients who have been 
operated upon for some definite lesion of 
the gall bladder, stomach, duodenum or ap- 
pendix, and state that a careful examina- 
tion of the duodenum at the time of the 
operation would have revealed duodenal 
obstruction. 


Chronic duodenal stasis occurs at all 
ages. Downes remarks that it is found 
more often in infants than is generally be- 
lieved and Duval speaks of it as a frequent 
occurrence in early life, disappearing to re- 
turn at a later period. Levin’s cases and 
many of Bloodgood’s were in their sixth de- 
cade of life, Danna’s in their second decade. 
In the writer’s series of cases the youngest 
was sixteen and the oldest seventy-one 
years of age. 


The following types of duodenal stasis 
are recognized: 





*Read before the Louisiana State Medical So- 
ciety, Shreveport, April 29-May 1, 1930. 





782 


1. Those resulting from extraduodenal 
causes such as_ gastroptosis, peritoneal 
bands, cholecystitis, ptosis of kidney, 
tumors, aneurysm of abdominal aorta and 
arterial compression. 


2. Those resulting from intraduodenal 
causes such as changes in the mucous mem- 
brane, chronic duodenitis, primary simple 
atonic dilatation of the duodenum, hyper- 
trophy of the valvulae conniventes, con- 
genital stenosis, tumors, ulcers and foreign 
bodies. 


The writer presents the arterial type 
which is caused by compression of the third 
portion of the duodenum by the mesenteric 
pedicle, resulting from: 


1. A short mesentery of the first foot 
of the ileum, causing the loaded cecum to 
drag on the superior mesenteric vessels, 
pinching the duodenal wall and producing 
a definite obstruction at that point. 


2. A long transverse mesocolon, with a 
redundant transverse colon down in pelvis 
exerting a direct pull on the angle between 
the aorta and the colica media, compress- 
ing the duodenum. 


3. Insufficiency of the muscles of the 
abdominal wall, frequently following preg- 
nancy or debilitating illness, decreasing in- 
tra-abdominal pressure and permitting the 
small intestine to drag on the superior 
mesenteric vessels. 


4. Renal ptosis which, occurring on the 
right, pulls the colonic flexure and occur- 
ring on the left, compresses the duodenum 
by the pressure exerted by the renal vein. 

These may all be accompanied by a 
spastic stenosis at the duodeno-jejunal junc- 
tion, which, according to Hirsch, contributes 


largely to the many and varied symptoms. . 


CLINICAL SYMPTOMS. 


Taylor recognizes two types of symptoms. 
In the first, pain is the predominating 
factor, dependent upon the location and 
character of the obstruction. It may be a 
severe intermittent cramp, above the um- 
bilicus and often radiating to the right 
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side, with nausea and vomiting. In the 
second, the pain is much less acute, usually 
a dull ache or a dragging sensation, with 
soreness in the epigastrium coming on 
after meals and may be either relieved or 
increased by alkalies. Nausea more in- 
tense and prolonged than that associated 
with other gastropathies and aggravated 
by the passage of food is a frequent finding. 
The patient is often poorly nourished, 
although the condition has been observed 
in robust individuals. Belching of gas is 
frequent. Nervousness and mental depres- 
sion may be outstanding symptoms. Accord- 
ing to Hartsock, Duval and some French 
authorities, so-called “bilious attacks” and 
sick headaches are manifestations of duo- 
denal toxemia. A pale and sometimes 
“bilious” appearance is developed with in- 
creasing malaise and both mental and 
physical fatigue. Other manifestations of 
marked autointoxication are constipation, 
lowered vasomotor tone and a rapid pulse 
rate not explained by cardiac disease or 
goiter, with blood changes observed by 
Haden and Orr such as increase in blood 
urea and decrease in chlorides with a rise 
in carbon dioxide combining power of the 
blood finally resulting in an alkalosis. 


Gastric analysis in cases of chronic duo- 
denal stasis usually reveals no definite 
information; bile may be present with 
hypersecretion or there may be subacidity 
or even achylia. 


DIAGNOSIS. 


The roentgen-ray is certainly the method 
par excellence for determining the presence 
of chronic duodenal stasis. The most com- 
plete information is secured by careful 
fluoroscopic examination of the stomach 
and entire duodenum. Alteration of the 
tone of the stomach is a frequent observa- 
tion, and in cases where the obstruction is 
marked there is hypertonicity and hyper- 
peristalsis with hypertrophy of the gastric 
wall. In cases of long standing, the stomach 
shows a gradual failure of musculature and 
hypotonicity soon becomes evident. Gastro- 
spasm may be present though it is an 
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infrequent finding. With the increased 
peristalsis and tonicity is associated in- 
creased motility of the stomach, which, 
however, is not usually associated with a 
marked advance of the meal, a minimal 
six hours gastric retention being often 
observed. 


The duodenum is well outlined and shows 
an increase in size, the dilatation occurring 
proximal to the obstruction, with the im- 
portant finding of a stasis or puddling in 
the lower duodenal loop. Care must be 
exercised to determine that this stasis is 
pathological, that it is observed throughout 
the examination and that it is not merely 
the usual filling of the duodenum by a 
rapidly emptying bulbus. Pathological 
stasis is frequently accompanied by a di- 
lated duodenum, antiperistalsis and churn- 
ing of the duodenal contents and sometimes 
regurgitation into the stomach. Fre- 
quently the patient must be examined dur- 
ing an attack to demonstrate the condition, 
as the obstruction may be of a recurring 
type and therefore not seen at first ex- 
amination. Pain in the region of the liga- 
ment of Treitz is a common finding. 


The diagnosis of the arterial type of 
chronic duodenal stasis is facilitated by 
Hayes’ maneuver to relieve the pressure on 
the duodenum by lifting the arterial crotch. 
Examination in the ventral or Trendelen- 
berg positions may show disappearance of 
the stasis and churning movements, a fact 
which may account for the error sometimes 
made by surgeons, as no dilatation or stasis 
may be present when the abdomen is 
opened. 

TREATMENT. 

Treatment of duodenal stasis may be 
medical or surgical, depending on the 
cause. 


Medical treatment usually gives relief 
in the purely functional type mentioned by 
Simon and even in the more chronic ar- 
terial types. Among the first essentials are 
duodenal lavage to remove the stagnating 
material in the duodenum and a copious 
washing of the stomach. Thorough empty- 
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ing of the lower bowel and overloaded ce- 
cum should not be overlooked. Belladonna 
may be administered for the relief of the 
existing spasm at the duodenal junction. 
In the more toxic and moribund cases Rin- 
ger’s solution intravenously to combat 
toxins is necessary, as well as other sup- 
portive measures. A bland concentnated 


diet of high caloric value to increase the 
body weight is indicated. Rest by lying on 
the abdomen with the pelvis supported on 
pillows, or even by assuming the knee chest 
position is helpful. Abdominal exercises 
and massage of the abdominal muscles are 
recommended to increase tone and over- 
come the pull on the mesentery. Abdomi- 
nal belts are not advised. When these con- 
servative measures fail or there is repeated 
occurrence of obstruction, surgery becomes 
necessary. 


Surgical treatment consists of section of 
the duodenum and reconstruction in front 
of pedicle, simple gastroenterostomy, right 
colo-fixation, right colectomy (advocated 
by Bloodgood but later abandoned by him), 
nephropexy. The ideal operation is duo- 
denojejunostomy, recommended by Blood- 
good in 1906 and performed by Staverley 
in 1908. Delbet in these cases performs 
gastropyloroduodenostomy. In cases of 
doubt as to the cause of stasis, duodenoje- 
junostomy is the operation of choice and 
may be either submesocolic or suprameso- 
colic. 


In a series of 23 cases here presented, 
12 were males and 11 femaies. Their ages 
varied from 16 to 71 years; most were in 
the third decade. Nine cases presented duo- 
denal stasis only; in eight this was asso- 
ciated with chronic appendicitis; in two 
with duodenal ulcer; in one with a pene- 
trating ulcer of the stomach; in one with 
a mucous colitis and in two with ptosis of 
the hepatic flexure and transverse colon. 
Four had previously been operated upon for 

appendicitis. 


stasis. 


Of this series seven wer¢ 
operated upon for relief of the duodena 
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CONCLUSION. 

In offering this subject the writer lays 
no claim to originality. The literature 
has been consulted freely and this review 
is presented in the firm belief that chronic 
duodenal stasis is the correct diagnosis in 
many cases of dyspepsia, “gas on the 
stomach,” biliousness, a heavy feeling after 
eating, etc. Chronic duodenal stasis is a 
clinical entity and can be recognized in the 
roentgenological study. 


DISCUSSION. 


Dr. L. A. Fortier (New Orleans, La.): I have 
been recognizing this condition of duodenal stasis 
for the last two or three years, and it is a definite 
entity in which radiology can help a great deal 
in demonstrating lesions. 


We have found in our cases that a great num- 
ber of them are associated with the fish hook type 
of stomach, and the duodenum first portion almost 
always remains filled, spills over the top and does 
not empty completely at any time. The second 
and third portions of the duodenum are larger 
than normal and remain filled almost during the 
entire examination. These conditions are not pres- 
ent at all times. There are some cases that the 
patient had to be examined as many as two or 
three times before we could demonstrate the pres- 
ence of duodenal stasis. In some cases, the sec- 
ond portion are angulated or show puddling. The 
condition requires close co-operation between the 
clinician and radiologists to come to a conclusion 
as to whether or not this condition is really the 
cause of the patient’s trouble. 


Dr. J. A. Danna (New Orleans, La.): Mr. 
chairman and gentlemen, this is the subject in 
which I have been very much interested since 
1922, when I accidentally ran across my first case, 
and since then I have found quite a number. Up 
to two and one-half years ago, I had operated on 
18 cases. Since then, I have only operated on 5. 


The subject is a very large one and before I 
go any further I want to impress you very strong- 
ly with this fact: that there are two types of cases 
—one type due to actual mechanical obstruction 
which you can demonstrate when operating on 
the patient; the other is not due to mechanical 
obstruction and, therefore, mechanical procedure 
will not cure your patient. In some of the cases 
I have operated on, they have recurred and the 
patients had a return of all the symptoms of ob- 
struction. Yet that was due to functional inter- 
ference and not to mechanical obstruction of 
peristalsis. How we are going to determine those 
cases, I can’t tell you. That is the most difficult 
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feature of this whole subject. If you are sure 
that you have an obstruction, then surgery is the 
only thing that will do any good. 


The essayist has told us very nicely what the 
various procedures are. Duodenojejunostomy is a 
very simple operation. It is simpler and easier 
than gastroenterostomy. I never do gastroen- 
terostomy. 


I was very much interested about three years 
ago in hearing Wilkie talk about this subject and 
he says that the first case that he saw, and that 
called his attention to the subject, was a man who 
died of perforating duodenal ulcer and when they 
did an autopsy on him, they found he had a large 
dilated duodenum. 


I really could talk here all day. I think I have 
covered the principal features of the case. It isn’t 
anything you can consider trivially. Each case 
has to be studied seriously. I made it a rule, after 
my first two or three cases, not to operate on any 
of these patients until’ Dr. Chaillé Jamison had 
examined them and had a trial at doing something 
medically and until he said, “This is an operative 
case.”” And he and I are treating a number of 
these cases successfully right now. 


Dr. S. C. Barrow-.(Shreveport, La.): The sub- 
ject the doctor has so well portrayed is one that 
interests the radiologist very much. 

For a number of years I was puzzled and won- 
dered because of the number of negative reports 
I had to make on gastro-intestinal studies. Being 
unable to locate any condition such as ulcer, car- 
cinoma, chronic appendix and other usual condi- 
tion, still I knew these patients had something 
wrong, or else they would not be visiting the 
doctor. 


About two years ago, I observed a case in which 
the marked dilation of the duodenum, the writhing 
and reverse peristalsis, and stasis were so pro- 
nounced, that on more careful study, I was con- 
vinced that the condition was one of partial ob- 
struction. The patient was operated and a mass 
of peritoneal bands were found encircling the 
third portion of the duodenum, which produced 
and accounted for, all that we observed by roent- 
gen-ray study. 


Since then we have become more observant 
and we find now a great many of these cases, in 
fact they are far more common than is the pres- 
ence of duodenal ulcer and the other conditions 
which produce similar symptoms. 


I think the term “duodenal stasis” is a bad one 
and conveys the wrong meaning. We usually use 
the term “partial obstruction,” in our reports, 
which in reality is the true condition. The term 














“duodenal stasis” would indicate a general slow- 
down all along the line, which is not the case, 
and a “duodenitis” would indicate an inflamma- 
tory process. 


The real condition is a partial obstruction, and 
in our experience, with very few exceptions, the 
obstruction has been found to be due to peritoneal 
adhesions, in some of these cases, these bands 
apparently having arisen from the appendiceal 
area, others from the gall bladder area, and in 
many, seemingly arose spontaneously. 


I feel that the radiologist in these cases, should 
not attempt to do more than can be actually de- 
termined by the roentgen-ray. An attempt to go 
further than to state a partial obstruction is pres- 
ent, will lead us into error and bring the specialty 
into disrepute. 


In closing, I wish to compliment the essayist 
on his paper which has been so ably presented, 
and I feel sure the presentation will be of great 
value to those who are interested in the study of 
gastro-intestinal conditions. 


Dr. A. J. Thomas (Shreveport, La.): I would 
like to stress a point brought out by Dr. Danna 
in the discussion that some of these cases can 
be managed mighty successfully by means of med- 
ical treatment. 


Sometime ago in making a radiological exami- 
nation, a beautiful picture presented itself during 
the fluoroscopic examination. When the contrast 
meal was passing through the duodenum, right at 
its terminal point there was a dilation about this 
size. (Indicates size of an over-size egg.) And 
no meal passed distal to that point, but within 
this area was just a whirlpool—around and around 
—then a reverse flow occurred back into the 
stomach which went to and fro with pendulum- 
like movement for about five or six minutes. In 
preparing everything and changing the setting to 
get a plate, you could see the other portion of 
the small intestine, which showed there was not 
a total obstruction. By studying the plate care- 
fully, you could see such a matter as 6 to 8 cir- 
cular objects that you could stretch your imagi- 
nation that they were a cluster of worms. So in 
submitting my report, in conclusion, I stated that 
this was a sub-total obstruction within the small 
intestines that possibly may have been due to 
the clumping of round worms. This patient was 
in a very poor nutritional state, gave a history 
of a loss of something like 30 pounds in weight, 
with vomiting, nausea, gastric distress, upper ab- 
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dominal distention and they had made a clinical 
The doctor in 
charge of this case accepted my radiologic diag- 


diagnosis of pyloric obstruction. 


nosis and gave the patient specific treatment for 
round worms—calomel and santonin, etc., which 
resulted in a clinical cure. I saw this man on the 
street sometime ago and did not recognize him. 
He told me he was cured, had regained the 30 


pounds weight, and was in perfect health. 


Dr. S. W. Boyce (Shreveport, La.) : 
thank Dr. Edwards for bringing this paper for 
discussion. Once a pioneer saw the idea that 
there might be something wrong with the duo- 
denum. And he decided to investigate, and when 
he did this, he took out of the class of neurotics, 
numbers of condemned patients, and made them 


I want to 


subjects for successful treatment. 


As we usually consider it, we would think of a 
duodenal stasis of three types; namely, one from 
inflammatory adhesions, one from congenital ad- 
hesions, and the other one due to an arterial 
pedicle pressure. The essayist in discussing this 
condition has referred to treatment, namely, from 
the standpoint of curing the obstruction due to 
pedicle pressure. However, it has been our experi- 
ence that by far the greater number of cases are 
not of that type. This occasion requiring that 
operation is rare. The occasion for operating for 
an obstruction in the second portion is very fre- 
quent. Another thing you will notice is that you 
will get the majority of cases out of the neurotic 
type. 

I regard these mostly cases of congenital ad- 
hesions, realizing it is a debatable question. They 


‘ occur more frequently and more naturally in the 


hyposthenic type because that is the type where 
you have fallen colon, and all those abnormalities 
of the organs due to malocclusion of the gastro- 
intestinal tract. That is my idea of why you find 
so many duodenal stasis cases in cases who have 
been classed formerly as the neurotics. 


Another question arises “Why is it that a man 
is born congenitally with these defects and goes 
to the third decade before the symptoms appear?” 
My experience is that he reaches some crisis in 
his life and he is never able to come out of it 
like the simple and pure neurotic. They occur 
some time during life. We have operated here 
probably on ten or twelve cases—most have been 
congenital and inflammatory adhesions in the 
second and third portions. One case was a dis- 
mal failure. 
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Operation to relieve inflammatory adhesions— 
another operation which we failed to mention, 
and which we have used very extensively is to 
free these adhesions, cut off a piece of omentum 
and put it over the resulting raw area as a patch. 
We had several cases in the clinic that we cor- 
rected, or hope we corrected, by putting a patch 
on the raw surface after the surface was free. 
The main thing I want to say is that the surgery, 
you will find, is not so often a duodenojejunos- 
tomy for the arterial pedicle case, but the oper- 
ation to remove stasis due to adhesions—congeni- 
tal or post-inflammatory. 


Dr. W. S. Kerlin (Shreveport, La.): We have 
just heard the discussion of this subject by the 
radiologists and I would now like to discuss it 
from the view point of the internist. It has been 
my good fortune and pleasure within the past 
two years to study a number of these cases clin- 
ically and also roentgenologically with Dr. Bar- 
row. He is of the opinion that the radiologist 
is the only one that can make a correct diagnosis. 
I am not so sure but that he is correct, at least, 
we should admit that he is entitled to the final 
word. The symptoms and objective findings are 
by no means classical. Some cases simulate 
duodenal ulcer, others, however, give a fairly 
typical gall bladder symptomatology, upper right 
quadrant pain is fairly constant and comes on 
usually a short while after eating associated with 
bloating and epigastric distress. They do not as 
a rule have the hunger pain of the peptic ulcer 
patient. There is invariably a gastric hypersecre- 


tion associated at times with hyperchlorhydria. 


I have been fortunate to observe a number of 
these cases under the screen with Dr. Barrow and 
feel that, as a result, I am in a better position to 
advise the proper treatment. 


I do not believe that all cases reported by the 
radiologist as chronic duodenal stasis, sub-total or 
partial duodenal obstruction should be referred 
Furthermore, I think the decision 
as to the best plan of treatment should be left 


for operation. 


up to the internist or at least to the one who 
has the patient under observation. Several cases 


have been under observation from a few months 
to two years and are symptomatically relieved by 


proper diet, sedatives, anti spasmotics and postural 


treatment. On the other hand a few cases have 


EpwarpDs—Chronic Duodenal Stasis 


been referred for operation after the above meas. 
ures have failed and the operative results have 
been excellent. 


The cases that I have referred for operation 
were due to adhesive bands from the region of the 
gall bladder and cystic duct. In two cases the 
obstruction was caused by very fine adhesions con- 
stricting the jejunum near the ligament of Treitz. 

Dr. Boyce mentioned the fact that the symptoms 
usually did not begin until aduit life. This has 
been my observation also. It is not improbable 
as stated by Dr. Boyce that the bands of adhesions 
are congenital in origin in a number of cases. 
Dr. Edwards has presented his subject in a very 
thorough manner. 


Dr. Edwards (closing): I want to thank the 
various members who have entered into the dis- 
cussion, and I am especially favored to have Dr. 
Fortier and Dr. Danna discuss it because they 
have done special pioneer work on this particular 


subject. 


Unquestionably there is a functional type and 
if this type is operated on, we will not obtain 
the results we expect. Purely functional types, 
due to chronic appendicitis and hook-worm, men- 
tioned by Dr. Henderson some five or six years 
ago, will certainly not be relieved by duodenoje- 
junostomy. I purposely omitted the etiology of 
the bands because whether they come from man 
or monkey, it is a rather large subject, and my 
paper was to deal primarily with the arterial 
type. 


One writer has remarked that the duodenal 
statis is a causative factor of every duodenal 
uleer. He is emphatic in his belief that many 
duodenal ulcers which he sees come as a result 
of duodenal stasis. The question as to whether 
or not the arterial type occurs more than the 
adhesive or band, I am not prepared to say. How- 
ever, I think that the arterial type is more fre- 
quent, in my experience at least. 


I believe the roentgenologist, whose field is 
the widest of all specialists, should have a knowl- 
edge of medicine and surgery and the sky should 
be the limit as to his knowledge in order that, 
when he is consulted, he should pass on to the con- 
sultant all the available information, the clinical 
as well as the radiological findings. 

















VENTRICULOGRAPHY AND ENCE- 
PHALOGRAPHY IN DIAGNOSIS AND 
TREATMENT OF LESIONS OF 
THE BRAIN.* 


E. R. CARPENTER, M. D., 
DALLAS, TEX. 


The brain is a large structure subject to 
considerable distortion unattended at times 
by neurologic indication of disturbance, or 
in other instances well recognized neurol- 
ogic findings are insufficient to make accu- 
rate diagnosis and localization. Naturally 
additional meanes of investigation are re- 


quired for this class of patients and un- 
doubtedly the employment of air to replace 
the cerebral fluid and roentgen-ray films of 
the head to enable proper study of the in- 
jected brain is the most important advance- 
ment ever made in neurosurgical diagnosis. 


Before entering in detail discussion on 
this special method of diagnosis it is desir- 
able to call attention to the general order 
of a well conducted neuro-surgical exami- 
nation as demanded now and constantly 
being improved: 


1. Detailed history and the general con- 
dition of the patient. 


2. Neurologic examination. 


3. General eye, ear, nose and throat ex- 
amination. 


4. Laboratory and roentgen-ray find- 
ings. 


5. Special investigation required in fifty 
per cent of all cases (early stage). 


a. Quantitative (Walker 
method preferred). 


b. Vestibular, 
tests. 


c. Aphasia test in detail. 


perimetry 


and optic nystagmus, 


d. Air tests, ventriculography and ence- 
phalography in many instances. 





*Read before the Louisiana State Medical So- 
ciety, Shreveport, April 29-May 1, 1930. 
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e. Exploration with biopsy (immediate 
supravital preparations and tissue culture 
of tumors), when needed. 


Proper consideration of the findings un- 
der this scheme makes it possible to deter- 
mine the character and location of surgi- 
cal lesions of the brain in a high per cent- 
age of cases at a favorable stage to obtain 
the best result. 


As indicated in the scheme, direct injec- 
tion of air into the ventricles known as 
ventriculography, and injection by lumbar 
puncture or suboccipital puncture known 
as encephalography, are not considered as 
a rule until all other information has been 
acquired, although often they could be used 
to advantage at an early period in the in- 
vestigation. These tests are somewhat un- 
pleasant for the patient and in certain 
cases they are attended with danger dur- 
ing the late stages of expanding lesions, 
but this feature is becoming less important 
as our knowledge increases concerning the 
technique and the proper stage at which to 
make the tests. The writer stressed these 
features some years ago in an article pub- 
lished in the American Journal of the Med- 
ical Sciences, and other journals, but at 
that time ventriculography was being used 
as a rule only and in the late stages of tumor 
and in the study of hydrocephalus. Since 
then the application of these tests have be- 
come quiet general in the class of cases 
discussed in the paper and they are now 
indispensible when used intelligently. 


VENTRICULOGRAPHY. 


The employment of ventriculography is 
considerably restricted for the reason an 
operation is required to make the test and 
the mortality has been high, but these fea- 
tures have not brought it into disrepute. 
In fact its use is more general today than 
at any time. The situation under which it 
is employed justifies anything that offers 
help, and it is becoming generally recog- 
nized this situation could be obviated to a 
great extent if the surgeon had the oppor- 
tunity to apply the test at the proper time 
in development of the lesion. 
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Ventriculography finds its greatest use- 
fulness in the localization of tumors of the 
brain. With the tendency toward more and 
more radical procedures in the treatment 
of these lesions accurate localization be- 
comes imperative. By means of ventricul- 
ography often we are enabled to estimate 
the depth, size, and character of tumors 
that otherwise would remain beyond the 
possibility of accurate exploration until too 
late to be helped. Slowly but surely these 


lesions are coming under better control in 
every way. 


Ventriculography is of material advant- 
age in the differential diagnosis be- 
tween tumor and primary hydrocephalus, 
and at times in localization of chronic ab- 
scess of the brain, or in the investigation 
of any expanding lesion of indefinite origin 
unaccompanied by acute hyperpyrexia. As 
a rule other character of lesions can be in- 
vestigated to better advantage by encepha- 
lography. The ventricular puncture should 
be made with the greatest of care, using a 
specially constructed small needle inserted 
through a trephine not more than one half 
inch in diameter either in the occipital or 
in the parietal region. Under proper con- 
ditions the mortality should not exceed two 
or three per cent, but this has been around 
eight per cent in the hands of most inves- 
tigators. 


ENCEPHALOGRAPHY. 
Encephalography is a simpler and less 
dangerous procedure and furnishes more 
extensive information than ventriculogra- 
phy, yet neither can supplant the other. 
Each has quite definite indications although 
occasions arise when both methods may be 
used to advantage after the ventricular 
pressure has been reduced to within nor- 
mal limits. As a rule encephalography 
should not be used where a marked in- 
crease of intracranial pressure is present 
as indicated by the roentgenograms, certain 
types of severe headache, choked discs, 
cerebral form of vomiting, or where cere- 
bellar symptoms are present or are indi- 

cated by the vestibular tests. 


Patients appropriate for encephalogra- 
phy are those who have well marked indi- 
cation of intracranial disturbance yet the 
cause cannot’ be ascertained by the usual 
means or without undue delay. The com- 
plaint is likely to be, vague mental symp- 
toms, certain types of recurring headache, 
local spasmodic or parstic seizures or gen- 
eral convulsions, or certain injuries of the 
head with late complications. In fact the 
test is useful in a wide range of disturb- 
ances as it reveals quite accurately the 
gross condition of the brain thus enabling 
the investigator to classify the probable 
source of the symptoms and to employ the 
most intelligent means in treatment of the 
patient. 


Naturally considerable reaction would be 
expected from injection of air into the 
subarachnoid space surrounding the brain, 
but under proper precautions this is not 
alarming. The reaction varies, but by the 
use of opiates, chloral, larges doses of 
luminal, intravenous injection of sodium 
amytal, or even general anaesthesia, the 
immediate and later discomfort from ence- 
phalography can be controlled if necessary. 
Occasionally slight shock occurs but fur- 
er complications arise only in exceptionally 
rare cases. In reviewing the literature Fay 
found twenty deaths to be attributed to the 
employment of encephalography among 
fifteen hundred and twenty-nine patients, 
but fourteen of them included tumor of 
the brain. Lumbar encephalography should 
be performed with a two way stop cock and 
needle or with two special small needles 
having double inlets, one needle for the 
fluid and one for connection to the spinal 
manometer, and the patient should be in 
the unright position at all times after the 
fluid begins to escape until the roentgeno- 
grams have been made. Suboccipital ap- 
proach is equally as safe for this procedure 
as the lumbar method and does not require 
complete drainage of the cerebral-spinal 
fluid, but this method is not yet in general 
use. 











THERAPEUTIC VALVE. 
Although these tests were originally em- 
ployed as an aid in diagnosis yet they have 
proved to be of considerable value in treat- 
ment. It has been observed by the writer 
and by other investigators that certain pa- 
tients recover from’ headache and similar 
complaints following the injection of air 
into the subarachnoid space. This is more 
likely to occur where the meninges have 
been involved by injury or inflammatory 
reaction. Sufficient success has been re- 
ported in regard to this form of treatment 
in traumatic headache, and in a limited 
group of other types of headache, that the 
method is worthy of trial in intractable 
cases after a reasonable time has elapsed 
following the onset of the disturbance. Pos- 
sibly better results could be obtained in 
these patients if the air were injected un- 
der somewhat higher pressure than is em- 
ployed for diagnosis. Distention of the 
membranes and the acute irritation follow- 
ing the injection of air are sufficient 
reasons to explain the favorable results 
that occur. At least they are more logical 
than the contentions for the employment of 
numerous popular therapeutic agents that 
are in use. 


CASE REPORTS. 
I wish to present the following cases to illus- 
trate the advantages of ventriculography and 
encephalography (see Figures 1 to 20.) 


Fig. 1. A man, aged 24 years, had convul- 
sions for two years. He lost much weight and 
was an invalid in bed. Ventriculography revealed 
normal findings. Large doses of iodides and 
arsenic by mouth resulted in complete relief which 
has continued for four years. 


Fig. 2. A man, aged 26 years, had had head- 
ache and mental difficulty for two years. He was 
classed as a “tumor suspect.” Encephalography 
revealed normal ventricles. He committed suicide 
six months later. 


Fig. 8. A woman, aged 38 years, had headache 
and choked disks, unsteadiness of gait, nystagmus, 
ataxia, adiadokinesis, astereognosis, and a right 
Babinski. Diagnosis was uncertain as to frontal 
or cerebellar tumor. Ventriculography revealed 
a frontal lesion. (Cushings case). 


Fig. 4. A man, aged 32 years, had choked 


Ventriculography revealed a 


disks and headache. 
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frontal lobe lesion. 
ings. Recovery. 


Operation verified the find- 


Fig. 5. A man, aged 28 years, had headache, 
choked disks and convulsions. Ventriculography 
revealed a lesion in the frontal region which ex- 
tended out into the left lateral ventricle.. Later 
operation and autopsy verified the finding, a tumor 
of the septum lucidum. 


Fig. 6. A man, aged 40 years, had right side 
purulent otitis media and right side sinus infec- 
tion and had been quite ill for four months. He 
was in coma when brought to the hospital. Ven- 
triculography revealed indication of a lesion in 
the right frontal lobe which at operation proved 
to be an abscess. 


Fig. 7. A girl, aged 16 years, had choked 
disks and poor vision. Ventriculography revealed 
indication of a lesion at the junction of the 
temporo-frontal lobes. No aphasia, no headache. 
Glioma found at operation. Radium and roent- 
gen-ray used. Recovery, and she was well four 
years later. 


Fig. 8. A man, aged 40 years, had headache 
and mental disturbance for six months. Ventri- 
culography revealed indication of a lesion of the 
temporal lobe which was verified by operation and 
it proved to be a metastatic tumor. 


Fig. 9. A man had headaches for two months. 
He had no past pointing with the right hand to 
the right when turned to the right or when the 
right ear was irrigated with cold water. Ven- 
triculography revealed moderate symmetrical en- 
largement of each lateral ventricle, and a small 
tumor was found on the upper surface of the 
right cerebellar lobe, by operation. 


Fig. 10. A man, aged 35 years, had choked 
disks and astereognosis of the right hand and com- 
plained of pain in the left parietal region. Ex- 
ploration was made at the painful area but there 
was no evidence of a tumor. Ventriculography 
revealed a moderate amount of symmetrical hy- 
drocephalus and the third ventricle was filled with 
air. Cerebellar operation revealed a tuberculoma 
on the right side extending down into the foramen 
mangum,. Primary lung. 


Fig. 11. A woman, aged 40 years, had head- 
ache and choked disks. Ventriculography on each 
side revealed that the passage between the ven- 
tricles was blocked by a tumor of the foramen of 
Monroe. (Metastatic carcinoma, from the breast). 


- Fig. 12. A girl, aged 12 years, had frequency 


of urination for several months, followed by head- 
ache and choked disks. Ventriculography re- 
vealed blocking of the third ventricle, evidently 
a tumor, with symmetrical enlargement of the 
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lateral ventricles. Autopsy verified the findings. 

Figs. 13 and 14. A man had headache and con- 
vulsions and left side motor disturbances but there 
was no evidence as to whether the lesion was 
anterior or posterior to the fissure of Rolando. 
Ventriculography revealed evidence that a tumor 
was at the base and back of the motor area. 
Death in six months. 


Fig. 15. See Fig. 5. 


Fig. 16. A boy, aged 12 years, had infection 
of both frontal sinuses. Operation. Later he had 
osteomyelitis of the frontal bone with removal 
of the superior longitudinal sinus. He developed 
severe headache and choked disks and was stuper- 
ous when he entered the hospital. Ventriculogra- 
phy revealed evidence of a right frontal lobe 


tumor which ‘was verified by operation. Recovery. 


Figs. 17 to 18. A boy, aged 16 years, had had 
convulsions about once a month for a period of 
three years. Ventriculography revealed normal 
ventricle but the sulci were outstanding all over 
the surface of the brain and there were pools 
of air near the midline. Diagnosis, atrophy of 
Mental disturbances and headache 


often reveal a similar picture. 


the brain. 


Fig. 19. 
vulsions for several years. 
of some brain disturbance at two years of age. 
Ventriculography revealed that the left ventricle 
was greatly enlarged but the right ventricle was 


A boy, aged 12 years, had had con- 
There was a history 


normal. Diagnosis, absorption of the brain on 
left side. 
Fig. 20. A child, aged four years, suffered 


from spasticity of the limbs and had convulsions. 
Encephalography revealed all ventricles to be 
markedly enlarged and all communicating. Pri- 
mary hydrocephalus: impaired absorption of the 
cerebrospinal fluid. 


SUMMARY. 
In the process of evolution changes have 
occurred in the brain whereby purely neu- 
rologic findings are not always sufficient to 


detect certain lesions from a surgical stand- 
point, consequently additional methods of 
examination have been devised among 
which ventriculography and encephalogra- 
phy are outstanding and indispensable. 
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The character of the disturbance for 
which they are useful in examination is 
discussed, and considerable therapeutic 
value is attributed to their employment. 
Eighteen cases are reported and 20 ence- 
phalograms are included. 

DISCUSSION. 


Dr. Roy Carl Young (Shreveport, La.) : 
enjoyed Dr. Carpenters’ paper very much. 


I have 


Dr. Carpenter brought out the very important 
fact that an early diagnosis of brain tumors, brain 
abscesses, and many intracranial conditions can 
very often be made in the early stages and surgi- 
cal interference can be brought into use and 
very good results obtained. 


Probably in no branch of medicine or surgery 
has greater progress been made than in neuro- 
surgery during the last ten years. By the proper 
methods of diagnosis, localization, such as Dr. Car- 
penter has shown here, the mortality rate in these 
cases has been cut down as high as twenty per 
That is something to think about when 
ten or twelve years ago the mortality rate was 


cent. 


practically ninety-eight to one hundred per cent, 
except in some of the dural tumors. 


I think we are very fortunate to have Dr. Car- 
penter here, and I want to thank him for the very 
excellent paper he presented. 


Dr. J. Dalton Young (Shreveport, La.): Ven- 
trilography and encephalography both have defi- 
nite indications. Encephalography should never 
be used in infratentorial tumors but only in 
supratentorial tumors. Ventrilography should be 
used especially in infratentorial tumors and also 


in supratentorial tumors. 


I first began to do ventrilography and encepha- 
lography in 1923 and since then have done a few 
dozen. 


The normal flow of spinal fluid ts from lateral 
ventricles through the foramen of Munroe into the 
third ventricle, then through the cerebral aque- 
duct into the fourth ventricle, then through the 
foramen of Magendie and foramen of Luschka 
into the cisterna magna, then around the pons 
into the cisterna pontis to the cisterna chiasmat- 
ica, then through the three or four rivulets or 
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sulci to the frontal area and to and through the 
lateral cerebral sulcus. 


In atrophy of the brain, the fluid and air flows 
through many new channels to the vortex. Tumors 
above, below or to either side of the ventricles 
shove or displace the air shadow up or down or to 
either side. 


The normal anteroposterior air ventricle pic- 
ture is of butterfly formation and this becomes 
changed in tumors, enlarged, pushed aside or 
changed in other ways. 


Ventrilography and encephalography are to the 
neurologist and brain surgeon what cholecystog- 
raphy is to the gastro-enterologist. The proper 
interpretation of the picture depends on a knowl- 


edge of the normal and abnormal. 


Dr. E. R. Carpenter (closing): In connection 
with Dr. Young’s discussion I wish to state; three 
thing chiefly are required to make surgery of 
the brain a successful specialty; neurology, roent- 
genology, and brain surgeons who are parexcel- 
lence diagnosticians. 
this work now. 


General surgeons cannot do 


I use a small needle of my own design in the 
ventricular test and make a puncture in the 
dura, thus I avoid extensive trauma. Some sur- 
geons use needles that remind me of a crowbar 
and perform large trephiens. The lumbar punc- 
ture method requires a spinal manometer and it 
is best to use needles with two openings in the 


inlet to prevent blocking by the nerve fibers. 


It is encouraging to see that the eye and ear 
physicians take more interest in brain work than 
formerly as they examine these patients at an 
early stage in the disturbances and can do much 
to make the work more successful by demanding 
that the complaints be traced to the actual cause, 
which is possible in most cases at an early stage. 
Recent advances in tumor work, such as imme- 
diate supravital preparations, tissue culture, and 
electrosurgery, are very important, but the best 
results will be obtained when the surgeon gets 
these patients at the time they first seek relief at 
the hands of the general physician and the opthal- 
mologist. By proper examination, as indicated 
in the schema which I discussed, but few surgical 
lesions of the brain will escape correct diagnosis in 
the hands of experienced investigators. 


BUTLER—Plea for Better Cooperation Between Surgeons and Pathologists 


A PLEA FOR BETTER COOPERATION 
BETWEEN SURGEONS AND 
PATHOLOGISTS.* 


WILLIS P. BUTLER, M. D., 
SHREVEPORT, LA. 


During the last several years, more time 
has been devoted to the study of tumors 
from a microscopical than from a clinical 
standpoint, with the result that much has 
been found out about the histological 
structure with less attention paid to the 
clinical appearance and disposition. Diag- 
nosis gradually passed from the surgeon 
and clinician to the pathologist with the 
erroneous supposition -that the final word 
on diagnosis and prognosis must he in the 
microscopical findings. This should only 
partly be true. There should be a close 
cooperation between the surgeon or clini- 
cian and the pathologist. The microscope 
only determines the finer structure of 
tumors and offers a classification. If the 
tumor falls into a well known group the 
prognosis common to that group can be 
made with a reasonable degree of accu- 
racy, but if it happens to be otherwise, 
the pathologist may be left in uncertainty 
as to the diagnosis and prognosis. It is 
true, however, that from a certain type of 
structure a certain behavior may be pre- 
dicted. The pathologist sees only the 
tumor, the surgeon sees the patient, and 
to the surgeon only can be known what 
finally happens. There should, therefore, 
be an earnest cooperation of the surgeon 
and pathologist. 


The surgeon should furnish the path- 
ologist with every available fact concern- 
ing his examination and findings in the 
case, the age, sex, location and duration 
of the tumor, whether single or multiple, 
the rapidity of growth, whether it has 
been previously operated on or been radi- 
ated, together with any other data having 
bearing on the case. From the microscope 
alone without history of clinical findings in 
the case it is at times impossible to form 





*Read before the Louisiana State Medical 
Society, Shreveport, April 29-May 1, 1930. 





BUTLER—Plea for Better Cooperation Between Surgeons and Pathologists 


a correct diagnosis and prognosis. The his- 
tological structures of two tumors may be 
very similar, but depending upon the age, 
location, duration, etc., there may be a vast 
difference in the prognosis or even in the 
diagnosis. In the final analysis, the prog- 
nosis of the tumor is far more important 
to the surgeon than the diagnosis. The 
average surgeon apparently thinks that 
when the removal of the tumor has been 
skillfully performed his responsibility is at 
an end. This is a mistake. The case should 
be followed to its conclusion. 


Much embarrassment and misinformation 
is to be expected from the mystification 
method of treating the pathologist adopted 
by some surgeon who send specimens to 
the laboratory intentionally or carelessly 
suppressing essential information. In some 
cases it is impossible for the pathologist to 
tell what the tissue is or where it comes 
from. A microscopic examination of a 
tumor is made for the purpose of assist- 
ing in the discovery of its true nature and 
disposition. And to this end all of the 
clinical details should be placed in the 
hands of the pathologist to facilitate his 
efforts in every way possible. Not to do 
this is an injustice and places a patholo- 
gist in such position that his opinion may 
be of no value to his surgical colleague and 
may result in injury to the patient. The 
surgeon should select a pathologist in 
whom he has confidence, both personally 
and professionally, one whom he knows to 
be honest and capable and, if he does 
not feel this way toward the pathologist, 
he is doing wrong to send him his tissues 
at all. 


Many times tissues come in with no 
data other than the surgeon’s name and 
the notation that malignancy is suspected, 
just as if this was as easy or certain and 
accurate as the finding of tubercule bacilli 
in sputum or plasmodium of malaria in 
the blood. Under such conditions it may 
be possible to give the information and 
diagnosis desired, but it is just as prob- 
able that nothing whatever can be told 
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about the case. If the case is so simple 
that a mere glance at a microscopical sec- 
tion suffices to make a diagnosis in the 
case, then the diagnosis could probably be 
made as well grossly or by the naked eye. 


After all, the surgeon wishes a path- 
ological diagnosis, either to confirm or re- 
fute his own diagnosis in order that a 
proper prognosis can be arrived at. Some 
of our surgeon friends seem to either not 
realize the importance of giving the path- 
ologist any information or to distrust the 
pathologist, as might be illustrated by the 
experience of one pathologist who, when 
he asked the surgeon for some history of 
the case, got this reply! If the pathologist 
has to be told what it is, it is clear that 
he does not know his business, so he need 
not bother further, adding, that if the 
surgeon has known what the tissue was 
he would not have asked the pathologist. 


Nearly every surgeon wants a name for 
his tumor. Names of tumors are often 
makeshifts and only serve to classify them 
for the future. Names vary in different 
places and at different times. There is no 
standard nomenclature, though most of the 
names used are well understood. If the 
tumor is one that is common and well 
understood, it is well and good, otherwise, 
a description with suggestions as to its 
course and prognosis is the best way at 
present. There can be no uniformity of 
opinion as to what a tumor shall be called 
until it is more definitely known what a 
tumor is. 


It is a mistake to suppose that any part 
of a tumor is always representative of the 
whole tumor and to be content with the 
examination of a single small fragment. 
The tumor should be cut in many direc- 
tions, but it is best that this be done by 
the pathologist and that he should receive 


the tumor complete. The older center and 
the more recent marginal portions of a 
tumor rarely correspond in structure. The 
well vascularized and rapidly growing 
portions are usually quite unlike the older 
compressed degenerated and necrotic areas. 
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Roentgen-ray and radium have varying 
influence on various tumors and now with 
the surgeon and _ pathologist, another 
specialist, namely, the radiologist, should 
cooperate in the scientific study of tumors, 
their diagnosis, prognosis and treatment. 


In conclusion let me appeal for a closer 
cooperation between surgeons and path- 
ologists. 


DISCUSSION. 

Dr. F. M: Johns (New Orleans, La.): Dr. But- 
ler’s beautiful presentation consists of two parts, 
apparently: first, a brief presentation of essential 
facts, stripped of all flowers, in which he proves 
his point beyond a shadow of a doubt; and then 
a series of lantern slides which tends to contradict 
the-paper by showing that the microscope does 
make the diagnosis in many of instances! I hope 
Dr. Butler will pardon my levity. 


Dr. Butler definitely does show that there is a 
growing tendency to relegate the laboratory pro- 
cedures to disinterested groups of individuals who 
are supposed to automatically examine any surgi- 
cal removal sent-in, and when the surgeon arrives 
the next day he finds the report pinned to the 
sheet, the idea being that the whole organization 
should work like the vaunted claims of ‘‘Cascara.” 
Clinical ‘diagnosis, and surgical diagnosis in par- 
ticular, can never be accomplished in that way. 
The problems are so deep and so far reaching 
that it is only by the combined effort on the part 
of the family,. the head nurse, the intern, the 
pathologist, the surgeon and the whole staff that 
a diagnosis can often be made. 


I have, by preference, not affiliated with hos- 
pital ._practice so that I probably see the worst 
feature of surgical pathology in that my entire 
work is a sort of' mail order business. When I 
find a piece of meat crammed in a bottle with 
two drops of formaldehyde, it takes me two or 
three hours to determine what part of the anat- 
omy the: meat comes from. The pathologic diag- 
nosis is as much of a‘ guess as:the part of the anat- 
omy the tissue comes from. In: some instances, I 
have. seen scraps retrieved from the operating 
floor and sent in to the laboratory for diagnosis. 


I think the lesson we should learn from this is 
that the head surgeon himself, or whoever the 
doctor is who is responsible for the patient and 
who is responsible for the pre-operative diagnosis 
and who is responsible to the American College of 
Surgeons for the final analysis of cases, should 
at least consider it worth while- to dictate the 
case report to accompany the tissue to. the labora- 
tory. That, of course, is the very least he should 
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do. The pathologist, I am sure, will make free to 
go deeper into such a case than he would if a 
simple routine card is made out by the nurse 
giving a suspected diagnosis which she “over- 
heard” the surgeon repeat to his assistants. 





A PLEA FOR THE CO-OPERATION OF 
THE ORLEANS PARISH MEDICAL 
SOCIETY WITH THE NEW 
ORLEANS HEALTH 
DEPARTMENT.* 


W. H. ROBIN, M. D., 
NEW ORLEANS. 


In appearing tonight before this gather- 
ing of my colleagues, I am here on behalf 
of the New Orleans Health Department to 
appeal for better co-operation from the 
members of the Orleans Parish Medical 
Society in connection with the handling and 
control of communicable diseases. 


In former years, it was the custem to 
automatically file an affidavit in the local 
courts against all physicians found to be 
treating an unreported case of any of the 
reportable diseases. Many doctors were 
fined for failing to report cases of tuber- 
culosis, typhoid and other minor communi- 
cable diseases. I have personally discon- 
tinued such measures during my tenure of 
office and have attempted to have the Health 
Department rely upon the ethical conduct 
of you doctors, but I am grieved to say that 
our confidence has been seriously betrayed 
by quite a few members of this society. 


Some physicians are regularly inoculat- 
ing patients with twenty-thousand units of 
diphtheria antitoxin, without even report- 
ing the case as suspicious of diphtheria. 


Please understand me clearly, doctors, 
the law does not require you to report any 
positive cases. A positive diagnosis is not 
mentioned in any of the ordinances. But, 
all of the laws and ordinances do make it 
mandatory that physicians must report all 
cases “presenting symptoms suspicious of 
any of the reportable diseases.” 





*Read before the Orleans Parish Medical So- 
ciety, March 23, 1931. 
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Whenever a physician inoculates a 
patient with twenty-thousand units of anti- 
diphtheria serum, he certainly suspects the 
presence of diphtheria bacilli, or he would 
never resort to such serum therapy. Other 
physicians avoid the necessity of reporting 
diphtheria cases by hiding behind a nega- 
tive diagnostic culture. Such cultures were 
never Originated for that purpose. A cul- 
ture is supposed to be an aid in corrobor- 
ating a clinical diagnosis, and the fact that 
a physician gets a negative report on a 
diagnostic culture does not relieve him of 
the responsibility of making a clinical re- 
port. Any one can get a negative culture 
if such a report is desired by the medical 
attendant. We all know that it’s a great 
deal easier to get a negative than it is to 


get a positive, even with conscientious 
technic. 


In this respect some New Orleans phy- 
sicians have been so unfair with the Health 
Department that we are seriously thinking 
of having an ordinance passed that will re- 
quire every druggist to report his antitoxin 
sales to our office within twenty-four hours 
from the occurrence of the transaction. 


Scarlatina also has its difficulties. Many 
convalescent cases are found and the 
mothers inform our employees that the doc- 
tor said the case was so mild he would do 
her a favor and not report it, and that if 
the Health Department should accidentally 
discover the case, the mother is to claim 
that she had no physician and that she 
treated the case with home remedies. This 
may help some physicians to retain their 
practice, but it places an unfair burden up- 
on the Health Department and the com- 
munity. 


Some physicians report cases of scarla- 
tina and in a few hours realize that their 
report has been somewhat premature. They 
then want us to immediately abolish all 
health regulations but are unwilling to give 
us any written excuse for so abruptly ter- 
minating the quarantine. 
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The attitude of our Board in connection 
with the scarlatina question is probably 
unknown to the majority of the profession. 
About two years ago, we circularized every 
large city in the United States asking for 
their regulations on scarlatina. We also 
consulted the Washington files of the United 
States Public Health Service. This inves- 
tigation proved that we were more lenient 
in our regulations than the majority and 
exceeded none in severity. While we be- 
lieve that desquamation plays no part in 
the transmission of the disease, we do hold 
such cases out of school until desquamation 
has terminated on the hands. This is done 
purely for psychological purposes in order 
to avoid fear on the part of teachers and 
other pupils who might become apprehen- 
sive if they witnessed such exfoliation. 


If a child is excluded from school because 
of post-scarlatinial desquamation on his 
hands, we keep him out of school until the 
hands are clean, but we do not placard his 
home or place any unnecessary hardships 
upon the family. 


After an absence of several years, New 
Orleans is now visited by an outbreak of 
smallpox that has been exceedingly difficult 
to combat because of the attitude of our 
local physicians. Many of our physicians 
have been treating these cases for varicella. 
We do not know whether the diagnosis of 
varicella is a sincere one, or one that is 
conveniently made in order to avoid a diag- 
nosis of variola. 


I wish to stress the fact that the report- 
ing of varicella is every bit as mandatory 
as the reporting of smallpox. We have suf- 
ficient evidence of these cases to make affi- 
davits against many of our leading physici- 
ans who utterly neglect to report their cases 
of chickenpox and it is this accumulation 
of violations that prompted me to appear 
here tonight to ask your co-operation. Any 
Health Officer be he state, federal, county, 
or municipal, would far rather have the 
co-operation of their respective medical 
societies than the money obtained through 
fines. 
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There have been two absolutely distinct 
strains of smallpox here this winter. One 
is of the discrete type and has been often 
confused with varicella. The other has 
been of the confluent type. 


Quite a few of these cases that came to 
our attention several weeks after having 
been treated for chickenpox gave a history 
of severe prodromes, with temperature of 
104° to 106,° accompanied by marked 
delirium. Some of these cases presented 
severe eye involvements during convales- 
cence. 


Section 26, of Ordinance 6022 A. S., gives 
the Health Officer the authority to remove 
every case of smallpox to a smallpox hos- 
pital for the protection of the community. 
This section does not differentiate between 
private dwellings and tenement houses. We 
have moved every case to our hospital dur- 
ing the past six years and expect to con- 
tinue to do so, even if we have to go to court 
to effect the removal. 


A case of smallpox means one individual. 
Laws are designed to protect the masses. 
Whenever we move a case of smallpox to 
our hospital we are placing a potential men- 
ace in absolute quarantine in order to pro- 
tect the other 460,000 members of our com- 
munity. Every court and every law in the 
country is predicated on the fact that the 
majority rules and it is upon this fact that 
we insist upon moving all cases. 


We have encountered rather rigid oppo- 
sition in several instances, but have moved 
such cases by force, with the advice that 
the families were free to institute the neces- 
sary litigation to sue the Board for dam- 
ages. I am happy to say that each indi- 
vidual that was moved by force, has proven, 
after his release from the hospital, to be our 
best booster. These patients to whom I 
refer are prominent business men of our 
city and we are proud of their endorse- 
ments. 


The last matter that I wish to stress is 
the one that is really most obnoxious to 
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me. It is the matter of the so-called health 
certificates required for persons engaged in 
food-handling occupations. 


Contrary to the general belief, that is not 
a city law, and we are not responsible for it. 
We consider it a most inefficient piece of 
present-day health legislation. This law is 
the result of a State Act—was made by the 
State Board of Health and is being per- 
petuated by them. The State Board re- 
quires us to enforce this law. Any indivi- 
dual can obtain an honest certificate of 
health today. He can contract any venereal 
or other communicable disease tomorrow 
and is permitted, in many cases, to evade 
detection because his health certificate is 
good for one year. 


One of our leading and highly reputable 
physicians, about two years ago, gave a 
white man a health certificate in order to 
permit the individual to obtain a marriage 
license. Thirty days after the wedding, the 
man was removed to the Carville leper 
home with a case of leprosy of two years 
duration. Can you blame us for question- 
ing such certificates? 


These certificates for food-handlers are 
causing some of the members of this society 
to prostitute our profession. They are cut- 
ting prices, knocking each other and resort- 
ing to every unethical tactic to get this type 
of business from food establishments, pig- 
stands, etc. They are even issuing such 
certificates for fifty cents. Imagine a doc- 
tor making a health examination for fifty 
cents. We recently received a complaint 
from the State Health Officer, stating that 
a young physician was soliciting this type 
of business with the aid of a peddler. The 
peddler visits food establishments; solicits 
the business, and brings the certificates to 
the physician who signs them without hav- 
ing ever visited the establishment or having 
seen the individual. The individual then 
pays the peddler fifty cents; he keeps twen- 
ty-five cents and gives the physician twen- 
ty-five cents for signing the document. We 
have assigned some of our male and female 














operatives to keep this man’s work under 
surveillance. We feel that these cases 
should be handled by the Orleans Parish 
Medical Society, through a committee on 
ethics, rather than to be tried in the Crim- 
inal District Courts, which would result in 


an unfavorable reflection upon our profes- 
sion. 


The various consular representatives of 
the Latin-American countries require’ not 
only a certificate of vaccination but the 
patient must present physical evidence of 
a recent scarification and the certificate 
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must be signed by the Health Department. 
Certificates signed by private practitioner 
are not accepted for passports. This regu- 
lation was made by the consular service 
and not by our department. 


I have brought this matter to the society 
not to appear arbitrary, but to call the 
attention of the majority of the members 
of this organization who have always lent 
their co-operation, in order that they may 
know that there are some members who do 
not take the same interest, towards the 
obligation they owe to the profession and 
the public, as they do. 





CASE REPORTS AND CLINICAL SUGGESTIONS 


ACUTE OSTEOMYELITIS.* 
A. G. PAYNE, M. D., 
GREENVILLE, MISS. 


There are only two prime factors to con- 
sider in the subject of osteomyelitis, and 
this subject is just as important as another 
frequent condition that medical men and 
surgeons are both called on to treat, namely, 
appendicitis. The two conditions depend 
upon exactly the same basic principles if 
we expect gratifying results: early diag- 
nosis and prompt surgical intervention 
must prevail. 


There is a vast difference, however, in 
the mode of approach of the two conditions 
by medical men generally, for in the case of 
pain in the right side, lower quadrant, of 
the abdomen, we are always, and, some- 
time too prone, to think of the appendix as 
the causative factor, even the patient and 
family many times suggesting or making 
the diagnosis for us before the medical man 
even sees the patient. But acute osteomye- 
litis is diagnosed promptly, so infrequently 
that we fail to hope for, much less get the 
gratifying results that we do in acute 
appendicitis, operated early. The general 
practitioner is blamed unjustly for many 
things, but the tragedies of acute osteomye- 





*Read before the Staff Meeting of the King’s 
Daughter’s Hospital, Greenville, Miss. 


litis only too often lie at his door. He sees 
the patient first, he makes the diagnosis. 
In a regretably large number of cases he 
makes it incorrectly and he makes the mis- 
take of temporizing with medicine and local 
applications until the time is passed for the 
gratifying results that might have been 
attained by early surgical intervention, and 
many times causes the loss of limb or life. 


Acute osteomyelitis is not hard to diag- 
nose if we but remember the cardinal signs — 
and symptoms of the disease and not con- 
fuse it with acute articular rheumatism 
and arthritis. We must remember that the 
disease is not nor is the pain in the joint, 
but just above or below it and that there 
is no swelling in the joint as we find in 
acute infectious arthritis. 


Acute osteomyelitis occurs most fre- 
quently in young children, the infection 
gaining entrance through wounds on the 
legs and feet, and also from the greatest 
source of infection of the body: those 
structures above the clavicle, and also in no 
inconsiderable number the infection follows 
closely on trauma. The first symptom 
of acute osteomyelitis is persistent localized 
pain, fellowed by a chill and the tempera- 
ture rising as high as 104°, with the usual 
manifestations of toxemia and a definite 
leukocytosis. At this time an roentgen-ray 
examination will not reveal a bone lesion 
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but if we wait until the roentgen-ray does 
show a bone lesion we have waited too long 
to give the relief that we might have got- 
ten had proper treatment been instituted 
earlier, as by this time bone destruction 
will have become too bad to get the benefi- 
cial results, if properly treated earlier. 


If we will but bear in mind when con- 
fronted with bone and joint lesions that 
acute osteomyelitis is always a single 
affair and that acute articular rheumatism 
and acute infectious arthritis are practically 
always multiple affairs, involving several 
joints, we will make fewer mistakes in 
diagnosis and render our patients that 
service they desire and should have. 


In the correct and proper diagnosis of 
any disease lies the success of its treat- 
ment; and just as in the case of an acute 
fulminating appendicitis, as Osler taught, 
there is no medical treatment, when con- 
fronted with a case of acute osteomyelitis, 
there is also no medical treatment, and the 
case should have surgical relief immediately 
if we expect to relieve pain and prevent 
destructive bone changes, septicemia or 
death. 


There is a difference of opinion among 
surgeons as to the proper course to pursue 
in operating on these cases, and I think 
that each individual case should be handled 
individually as should all surgical proce- 
dures, but acute pyogenic osteomyelitis 
without a wound’ does not begin in the 
epiphysis but in the medullary canal, 
therefore, in my opinion, since the primary 
seat of the lesion is in the medullary canal 
there should be an incision into the bone 
marrow as this offers effectual drainage 
and does away with the necessity of further 
operative procedure. There is never, in 
my opinion, any harm caused by drill holes 
in the bone. The treatment, as in all bone 
and joint lesions, is, immediately following 
the operation to put the bone at rest, 
mobilized or immobilized as seems indi- 
cated, use wet dressings, and last but not 
least, receive the well earned plaudits of 
the patient and family. 


Case Reports and Clinical Suggestions 


THE USE OF EPHEDRINE SULPHATE 
IN INFANTILE ECZEMA. 


T. A. MAXWELL, M. D., 
New ORLEANS. 


The itching that occurs in the infantlle 
or reflex eczema of young children up to 
and through the age of three years is a 
most distressing condition. It is appar- 
ently due to a vicious cycle, instituted by 
the original cause and kept going by the 
irritation of the products of inflammation 
which are scratched by the patient, causing 
added inflammation, when probably the 
original cause of the trouble has been re- 
liever. In treating these conditions it is 
true the cause must be found and remedied. 
In the male patient a circumcision often 
works wonders. The diet of the patient 
has to be studied and carefully regulated 
as this condition is so often the result of 
an intestinal derangement. 

Now a few words can be said here in 
reference to the local treatment which 
chiefily affects the face in the malar region. 
The lesions are bilateral and symmetrical 
and at times may cover most of the body. 

When the lesions are situated on the 
face, a simple pack of saturated solution 
of boracic acid will remove the crusts in a 
very short time and change the picture 
from a crusted, sero-sanguinous one to the 
erythema which is the signal light of any 
inflammation. If the lesions are on the 
rest of the body, boracic acid baths two or 
three times a day accomplish the same 
purpose. 

As the itching continues to a great ex- 
tent even after these measures I have been 
in the habit of using this solution inter- 
nally: two to three minimums of a 3 per 
cent solution of ephedrine sulphate every 
two hours, if necessary, and especially just 
before the child is put to sleep. This treat- 
ment can be given again during the night 
at three hour intervals if it awakes. 

The use of ephedrine sulphate in con- 
nection with the other treatments have 
given me gratifying results in a short time. 
It acts, I believe, by breaking up the vicious 
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cycle. As far as I have been able to deter- 
mine there have been no bad effects from 
long continued use of the drug. To cite 
one case: A mother had given the child 
the same prescription containing two min- 
imums of ephedrine sulphate (three per 
cent) solution three times a day for two 
years. The child certainly showed no ill 
effects and had been perfectly well from 
the date I had discharged it. 





FOREIGN BODY IN ZYGOMATIC 
FOSSA. 


ARTHUR L. WHITMIRE, M. D., 
NEw ORLEANS. 


J. D., aged 42 years, employed by 
Lukens Steel Company, on being brought 
into the hospital stated that while at work 
operating a punching machine which made 
two-thirds inch holes in five-eighth inch 
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cold steel plate, something hit him in the 
right eye about the same time that he 
noticed the punch had failed to penetrate 
the plate. : 

When seen by me on March 4, 1929, 
following the accident, there was a lacera- 
tion of the skin below outer canthus of 
right eye with slight hemorrhage. Exam- 
ination of right eye was as follows: 
Tension normal, sluggish pupillary reac- 
tion to light with patches of old choroiditis 
below and to temporal side of disc. Vision 
2/60. A blood Wassermann which was four 
plus, explained the above symptoms, but 
fearing that small particles of steel had 
possibly penetrated the globe an X-ray was 
ordered and the tip of metal two-thirds 
wide by three-fourths long lay in the 
zygomatic fossa having fractured the 
zygomatic process with only a slight swell- 
ing in the temporal region. 




















Location of the foreign body in the zygomatic fossa of J. D. 
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NEW OFFICERS OF THE LOUISIANA 
STATE MEDICAL SOCIETY. 

The very general expressions of pleasure 
that were heard when announcement was 
made, after the 1931 meeting of the House 
of Delegates of the Louisiana State Med- 
ical Society, that Dr. Roy B. Harrison of 
New Orleans was made President-Elect of 
the organization, are an indication of the 
reception that this news will receive 
throughout the State. Dr. Harrison is 
well known to Louisiana physicians. He 
is very generally admired, so much so that 
this admiration for him as a man of ac- 


complishment and a charming personality 
resulted in a spontaneous expression from 
the members of the House of Delegates; 
he was elected unanimously to be the 
leader of organized medicine in the State 
after the term of office of Dr. S. C. Bar- 
row of Shreveport has been completed. 
Dr. Harrison has for so many years been 
Secretary-Treasurer of the Louisiana State 
Board of Medical Examiners, and an active 
antagonist to quacks and quackery, to ir- 
regular practitioners and cults in the State 
of Louisiana. It is largely through his 
efforts that our State has such a magnifi- 
cent Medical Practice Act, and it is 
through his endeavors that the high stand- 
ards of medical practice have been main- 
tained in Louisiana. 


Dr. D. I. Hirsch of Monroe was elected 
First Vice-President. Dr. Hirsch is one 
of the outstanding urologists in the State, 
whose reputation is not local but wide- 
spread. 


For the position- of Second Vice-Presi- 
dent the House of Delegates selected Dr. 
J. T. Nix of New Orleans. Dr. Nix has 
long had an enviable fame in this city; it 
will be recalled that last year he was 
awarded a prize of a life membership in 
the organization for the best series of re- 
ports presented to the American College 
of Surgeons. 


The honor of election to the Third Vice- 
President fell to Dr. C. E. Hamilton of 
Lafayette, one of the most intelligent and 
scientific practioners of medicine in the 
State. Dr. Hamilton is well known to his 
many confreres as a student of medicine 
and a practitioner beloved by patients 
and respected by colleagues. 


For the Councillars, Dr. C. C. DeGravelles 
of Morgan City and Dr. D. C. Iles of Lake 
Charles, were re-elected. Dr. J. H. Slaugh- 
ter of Bogalusa and Dr. J. H. Landrum of 
Alexandria, were elected as representatives 
of the Sixth and Eighth Districts re- 
spectively. Both of these two gentlemen 
have been active in organized medicine in 
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the State, and will be faithful and dili- 
gent representatives of the doctors in their 
districts. 


The excellent parlimentarian, Dr. J. J. 
Ayo of Raceland, was again made Speaker 
of the House of Delegates, an honor which 
he has held for some years and which he 
well merits. 


The list of committees that were elected 
will appear in the report of the House of 
Delegates to the Louisiana State Medical 
Society under the section devoted to the 
State Medical Society news. 





CANCER OF THE BREAST 


A recent article, appearing in English 
medical literature, accentuates several 
features for the treatment of cancer of the 
breast, which while trite nevertheless are 
worthy of repetition. Martindale* says 
that in operable cases successful results 
depends upon early treatment; that is 
when the disease is still in the breast. 
Under these circumstances, first a radical 
operation must be performed, second 
adequate roentgen-ray therapy should fol- 
low, beginning not later than three to 
seven weeks after operation; in the more 
advanced cases radium needles should be 
implanted in the 3rd, 4th, 5th, and 6th 
intercostal spaces with the idea of de- 
stroying the cancer cells lying in the in- 
ternal mammary group of lymphatic 
glands. If the cases are inoperable, 
radium and roentgen-ray therapy should 
be employed, and if the nodule becomes 
freely movable it should be eradicated by 
surgical measures. The author calls at- 
tention to the fact that American surgeons 
and German surgeons are apparently in 
advance of their English colleagues in the 
use of radio-therapy. She states in her 
own cases that a considerable number of 
them did not have what she considered 
adequate postoperative radio-therapy. She 


*Martindale, L., Treatment of cancer of the 
breast, Lancet, January 31, 1931, p. 229. 
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reiterates that the operation must be ex- 
tensive and that because of the rapid 
dessemination of the cancer cells follow- 
ing the incision as Gyne has shown, the 
operation should be carried out in one 
stage and with a fair degree of rapidity. 
Martindale has rather a pessimistic out- 
look on the control of carcinoma of the 
breast. She suggests as a prophylactic 
measure that every woman who is past 
the age of thirty-five should have her 
mammary glands examined every six 
months by one competent to make such 
an examination. 





PUBLIC HEALTH AND THE DOCTOR. 


The taking over by the State of practically 
all methods of control of the contagious 
and infectious diseases has removed a 
potent source of worry to the medical 
profession but has rendered necessary its 
active cooperation and assistance. Un- 
fortunately at times this cooperation is 
not given as freely and as willingly as it 
should be. If the individual physician will 
sit down and give thought to the difficul- 
ties that those who have control of public 
health have to contend with, it would be 
almost a surety that he would pay punctili- 
ous attention to the requirements of Boards 
of Health. One of the features that the 
health officers complain of is the failure to 
report communicable diseases, and sad to 
say unfortunate tendency of a few physi- 
cians to report cases dishonestly. Hap- 
pily most of the mistakes that are made 
are those of omission, and are done 
through carelessness or laziness. Dr. W. 
H. Robin,* at a recent meeting of the Or- 
leans Parish Medical Society, called atten- 
tion to these professional lapses most 
forcibly. He stressed the fact that small- 
pox, relatively prevalent in New Orleans 
at the present time, is frequently being 
reported as chicken-pox. He pointed to 
the fact that measures to control this 
plaque depend very largely upon the health 


Robin, W. H.: Current Issue, p. 794. 
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officer, and that unless this individual can 
get the proper cooperation from the med- 
ical profession measures to control the 
disease are seriously nullified. So im- 
portant was this communication held by 
the Orleans Parish Medical Society that 
it requested unanimously that Dr. Robin’s 
article be published immediately in the 
New Orleans Medical and Surgical Journal. 


All that Dr. Robin has to say in con- 
junction with the health measures in the 
Orleans Parish applies with equal force 


to State, Parish and Country Health Of- 
ficers in Louisiana, Mississippi and other 
States as well. The mere reporting of 
communicable diseases to the proper au- 
thority is a matter at most of a minute 
or two. The health authorities are cer- 
tainly not asking much of the physician 
to give this brief interval of time, in his 
busy daily life to assist in carrying out 
the whole big scheme of the control of 
transmittable and directly communicable 
diseases. 





HOSPITAL STAFF TRANSACTIONS 


FRENCH HOSPITAL. 


A regular meeting of the French Hospital Staff 
was called to order Friday, March 27, 1931, Dr. 
M. J. Lyons presiding. Those present were: Drs. 
F. F. Ader, H. B. Alsobrook, J. J. Baron, C. J. 
Brown, E. N. Haller, W. H. Harris, R. L. Gordon, 
L. J. Menville, M. J. Lyons, S. C. Lyons, J. F. 
Sicomo, D. N. Silverman, E. Socola, M. L. Sta- 
diem, W. R. Strange, C. A. Wallbillich, and E. 
L. Zander. 


Dr. Brown read the report of discharges and 
gave a summary of the deaths for the month of 
February. A case of Parturition, Parametritis 
and Mesenteric Thrombosis was opened to general 
discussion. A craniotomy was performed in this 
case as forceps could not be applied nor could 
a version and extraction be done as the patient 
had a deformity of the pelvis due to an ankylosed 
hip. 


Dr. S. C. Lyons presented a paper on “The 
Treatment of Varicose Veins and Ulcers with 
Special Reference to the Wright Technic and the 
Use of Elastoplast and Trichoplast Bandages.” He 
presented a patient of his to illustrate the advant- 
ages these bandages afford and the facility in 
applying them. Dr. Lyons then spoke on the 
treatment of varicose veins by the use of scleros- 
ing solutions. The most effective solutions are 
quinine chloride, urethan, and glucose adminis- 
tered in dose of .25 to 1.0 cc. The immediate 
results are a localized redness and tenderness 
which appears at the site of injection within 3 
to 6 hours and subsides in 3 to ? days, and a hard 
mass which entirely disappears in 1 to 6 months. 


The minor complications are: 
1. Marked edema at site of injection. 


2. Stiffness which disappears on walking. 


3. Eechymosis. 


4. Swelling over bony prominences. 


id 


Itching. 
6. Pigmentation. 


However, these are trivial when one considers 
that the patient is urged to continue his routine 
life after undergoing this treatment, whereas with 
the old method all activity ceased and the patient 
was confined to bed and absolute rest for several 
weeks. 


There being no further business the meeting 
adjourned. 
C. J. Brown, M. D. 


HOTEL DIEU, NEW ORLEANS. 
The regular monthly meeting of the Visiting 
Staff of Hotel Dieu was held Monday, April 
20, 1931. 


Dr. Oswald E. Denney of the United States 
Leprosorium at Carville was the guest of the 
evening, and presented a most interesting lecture 
on leprosy. Prior to the meeting Dr. Denney 
was the dinner guest of the Executive Committee 
and members of the Staff. 


Following Dr. Denney’s talk the subject of 
leprosy was discussed by the staff, after which 
the routine statistical report and business of the 
staff was transacted. 


OUR LADY OF THE LAKE SANITARIUM, 
BATON ROUGE. 

A Clinico-Pathological Conference was held at 
Our Lady of the Lake Sanitarium, April 1, 1931, 
with the following physicians and surgeons pres- 
ent: Drs. J. M. Adams, H. W. A. Lee, Cecil Lorio, 
J. H. McCaa, H. T. Nicolle, T. C. Paulsen, H. G. 
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Riche, C. A. Weiss, Ed. Young. Dr. Riche, the 
chief of Staff, presided over the meeting. 


The following cases were discussed: 

1. Diphtheria, Dr. Cecil Lorio. 

2. Epilepsy and Encephalitis. 

3. Dermoids, Dr. H. G. Riche. 

4. Tuberculosis of the Testicle. 

5. Papillary Cysadenoma, Dr. T. S. Jones. 
The following is an abstract of the cases: 


Case 1. A. H., aged 2 years, colored male, 
was admitted February 5, 1931 and died on the 
same day. The patient was first seen at home, at 
which time he was tossing from side to side in 
the bed with very difficult and labored breathing. 
He had been ill for three days. The throat was 
examined and found to be red but no membrane. 
The breath very foul and smelled like diphtheria. 
Before the antitoxin could’ be given the patient 
died. Authority was obtained to perform a par- 
tial autopsy. The larynx was removed. This was 
found to be filled with a thick grayish white mem- 
brane extending from just below the epiglottis 
about 134 inches down probably to the first or 
second tracheal cartilage. 


Case 2. M. M., white, female, aged 46 years, 
was admitted March 12, 1931 and died March 14, 
1931. Chief complaint: Patient had been having 
convulsions alternating with periods of coma for 
some time. Past history: Patient was operated on 
20 years ago. Since that time she has had epileptic 
seisures which have become more frequent. She 
had been taking luminal soda which kept the con- 
vulsions somewhat in check but about a week 
ago the luminal was stopped. Since that time 
they are more frequent. When the convulsions 
begin, the right fore-arm begins to shake and 
from then the twitchings extend to the rest of 
the body. Lately there was a macular eruption 
on the Jegs and on the arms. 


Physical examination was essentially negative 
except for the state of coma and contracted 
pupils. Laboratory examinations: Urine, acid, 
1.035, albumen trace, acetone and diacetic acid 
positive, hyaline cast few, pus moderate amount. 
Blood WBC 7,500, L 4, M 5, P 81. Spinal fluid 
27 cells, negative Wassermann. 


Progress notes: When the patient was admitted 
she was having one convulsion after the other. 
She was given sodium amytal grs. 7.5 at 11.10 
a.m. on March 12. This diminished the number 
of convulsions. That night she only had two 
convulsions. She remained in a coma until her 
death. She was also given bromidia and sodium 


fewer blood vessels. 


luminal. The temperature ranged from 102° to 
107°. An autopsy was performed March 14, 1931. 
Only the head was opened. On removal of the 
calvarium, the meninges and brain were found 


intensely hyperemic. The meninges were attached 
to the brain in spots on both sides of the longitu- 
dinal sinus to such an extent that portions of the 
brain were pulled off. The meninges were also 
adherent to the brain at the lower portion of the 
fissure of Rolando on the left side. There was 
apparently an old hemorrhage at this point. The 
meninges at, this area were greatly thickened and 
more firmly attached to the bone. On section 
the brain was found to be hyperemic, with the 
blood vessels very prominent. The lateral ven- 
tricles were somewhat distended and filled with 
fluid. The choroid plexus is larger than normal 
and somewhat granular in appearance. This is 
due to an extreme hyperemia. No hemorrhagic 
areas were found. The cerebellum is apparently 
normal except that long fibrous adhesions were 
observed. Examination of the gray matter of the 
lower end of the fissure of Rolando shows the 
right side to be apparently normal. The left, 
however, is much lighter in color. The micro- 
scopical examination shows it to be due to de- 
generation. On this side the nerve cells are 
hazy, the nuclei are not clear cut and there are 
Diagnosis: Encephalitis ?, 
Epilepsy. 


Case 3. M. G., aged 14 months, under the care 
of Dr. H. G. Riche. At birth or very shortly after 
there was seen a small nodule at the lower portion 
of the forehead, in the center line, almost between 
the eyes. Since that time the nodule had increased 
but very little in size. It was not painful. It was 
attached to the bone. 


Physical examination showed a normal child, 
well nourished. On the forehead there was an 
enlargement between the eyes and at root of the 
nose the size of a marble. The upper portion of 
the mass was freely moveable. The skin covering 
appeared thin and pale, there was no break in 
the skin. The condition is congenital and has 
not grown to any appreciable extent since birth. 
The examination otherwise was negative. There 
was no general lymph enlargement. On March 
2, under general anesthesia, this mass was re- 
moved. Patient made an uneventful recovery. 


Tumor removed from forehead measured 2x1.5 
x1.3. Cut surface was white, mottled, fairly hard. 
There was no distinct capsule although it was 
surrounded with connective tissue. The micro- 
scopical examination showed the tumor to be com- 
posed of connective tissue, interwoven in strands, 
between which there was both white and gray 
nerve tissue. Certain areas give the impression 
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of a large nerve cut transversely while other 
areas give the impression of brain tissue. 


Case 4. White male, aged 27 years, was ad- 
mitted March 14, 1931 and discharged March 19, 
1931. Previous history: Left scrotum began to 
swell in the spring 1930. A hard lump at first 
appeared at the bottom of the testicle. A few 
months later fluid appeared. This increased un- 
til it was larger than a man’s fist. Consulted a 
doctor who gave him some medicine to take. No 
results. He then consulted another. He advised 
lancing it. Then he went to a third who told him 
it was a hydrocele and that it would not do any 
good to draw off the fluid, and that he should be 
operated on. In January, 1931, he consulted a 
specialist in New Orleans who advised removal 
of the testicle. From the history and the exami- 
nation, I pronounced it a malignancy and advised 
removal. Previous history negative except for 
mumps three years ago when he had terrific pains 
in the left testicle but no swelling. In 1922 he 
fell and traumatized the left testis. It was swollen 
for two weeks. There was considerable pain but 
not enough to go to bed. It finally became well 
and remained so until about a year ago. Specific 
urethritis Nov., 1930, which lasted about one 
month. 


Physical examination: The left testis was the 
size of a man’s fist. About 6 ounces of fluid was 
removed. The organ could be felt as hard as a 
marble, not especially tender. The cord and cord 
structures were apparently normal. No soreness. 
Inguinal glands not enlarged. Wassermann nega- 
tive. 


Operation: Testicle removed March 15. Find- 
ings, gross; testicle about four times normal in 
size, hard and characteristic feel of sarcoma. 
After incising the testicle through the center 
there is a rounded area on one side and a smaller 
area on the other which has the appearance of 
sarcoma. However the middle, there is a greenish 
spot that looks suggestive of tuberculosis. Testi- 
cle was removed trough an incision above Pou- 
part’s ligament; cord dissected; cut; testis pulled 
and removed. 


Laboratory examinations: Urine; acid, 1.020, 
albumen trace, hyaline casts few. Blood; WBC 
8,000, L12,M11,P 73,E 4. Tissue examination: 
Left testicle measures 10x6x6 CM. Hard. There 
is a small amount of fluid in the tunica. On sec- 
tion the testicle is white, somewhat mottled and 
in the center there is a greenish white area. Micro- 
scopical: This shows the center to be necrotic. 
Sections at other portions show an increase of 
connective tissue, with agglomerations of round 
and epitheloid cells. There are a few giant cells. 
Diagnosis: Tuberculosis of the testis. 
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MISSISSIPPI STATE HOSPITAL, FONDREN 
MISSISSIPPI. 


Staff Meeting — March, 1931. 


Case Report: Tumor of the Brain near Hypo- 
physis.—Dr. R. B. Zeller. 


The patient, a single, white male, aged 56, 
oyster fisherman, was admitted to Mississippi 
State Hospital, Nov. 24, 1928, due to the fact 
that he had become unmanageable at home. He 
has two insane cousins. No history of alcoholism 
or venereal disease. About Nov., 1927, vision 
began to fail in both eyes and in Dec., 1927, his 
hearing became impaired, at first in right ear, 
later in the left. 


Physical Examination: Well nourished white 
male. Legs and trunk devoid of hair. Prominent 
pubic fold. Blood pressure 190-95. Heart slight- 
ly enlarged to the left. Lungs normal. Eyes; 
blind in both eyes except to very strong lights; 
unable to distinguish ordinary daylight, both 
pupils contracted. Ears: Complete deafness in 
right ear. On left side is able to understand 
loud distinct conversation. No tenderness over 
mastoid area. Drum membranes show a normal 
cone of light. Speech: Toneless. Reflexes: Pa- 
tellar reflexes slightly exaggerated but equal. 
Motor Functions: No atrophies or paralyses. In- 
fective Foci: Edentulous; tonsils appear healthy. 
No palpable lymph glands. 


Blood Wassermann negative; spinal fluid Was- 
sermann negative; cells, 5, no increase in globu- 
lin, colloidal gold normal. Urinalysis, stool ex- 
amination and white cell count normal. Roentgen- 
ray: Shows marked widening of sella turcica. 


Diagnosis: Tumor of the brain in the region 
of the optic chiasma and involving the pituitary 
body. This diagnosis was made on the basis of 
the bilateral aural and visual defects beginning 
about the same time; the diminished hair dis- 
tribution, prominent pubic fold and the roentgen- 
ologic findings. 


Course: Patient became bed-ridden Sept. 6, 
1929. At that time had difficulty in controlling 
defecation. Aug. 22, 1930, systolic blood pres- 
sure had dropped to 85. He had now lost all 
control of bowel movements requiring complete 
change of linen five to sixteen times daily; was 
rapidly losing weight. 


Dec. 18, 1930—Defecation was becoming more 
and more projectile. Inasmuch as repeated stool 
examinations failed to reveal parasites of any 
kind, it was thought that by metastasis, the defe- 
cation center may have become involved. 
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Jan. 19, 1931—Patient died, having lost 75 
pounds in weight since admission. Primary cause 


of death was apparently brain tumor. 
was not obtained. 


Autopsy 


Case Report: Glioma of Left Frontal Lobe.— 
R. B. Zeller, M. D. 


The patient, E. P., a white male, aged 56, was 
admitted to the Mississippi State Hospital Jan. 
27, 1928; occupation, physician. The complaints 
were gradual loss in weight, occasional epileptoid 
convulsions and some slurring of speech. First 
symptoms said to have been noticed in 1924. Per- 
sonality had changed from geniality to that of 
irritability. . 


Physical Examination: Weight, 169 pounds. 
Heart enlarged to the left; sounds accentuated. 
Blood pressure 220/110. Superficial arteries 
somewhat sclerosed. Eyes: pupils equal; react 
normally to both light and accommodation. Ears: 
hearing slightly impaired in both ears. Reflexes: 
deep reflexes exaggerated. Motor functions: 
slight tremor of extended fingers. Mild Rhomberg 
sway. Serology: blood Wassermann negative; 
spinal fluid, cells 10, Wassermann negative, globu- 
lin not increased, colloidal gold normal. Urinaly- 
sis: specific gravity, 1.022, no albumin or sugar. 
Roentgen-ray: shadow of left frontal lobe ante- 
rior to fissure of Rolando with slight encroach- 
ment upon the fissure; area of shadow about nine 
centimeters antero-posteriorly. Ventriculography 
not available. 


Course.: Patient showed a temporary gain in 
strength. Was fretful; had ideas of neglect and 
persecution on the part of his wife. Gait dis- 
turbed, but he gets around fairly well with the 
use of a cane. Has the freedom of the grounds. 
October 1, 1928; patient placed upon a closed 
ward due to increasing irritability. April 30, 
1929: Shows increasing difficulty in getting about; 
memory impairment of an artero-grade character 
progressing. 


February 1, 1930: Gait disturbance increasing, 
is of a shuffling nature. Must now be shaved on 
the ward, being unable to walk to the hospital 
barber shop. Increasing dyspnea on slight exer- 
tion. 


June 7, 1930: Had five seizures this morning at 
10:30 a. m. in a period of 15 minutes. Were not 
preceded by a definite aura, but were preceded 
for two days by increased irritability. The seiz- 
ures consisted of tonic spasms of the lower ex- 
tremities and trunk. No period of consciousness 
between seizures. Patient remained comatose 
until 9:00 p. m. at which time appeared to recog- 
nize those about him. 
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June 8, 1930: This morning patient is speaking, 
but his speech is quite thick. Has marked diffi- 
culty in thinking. 


July 21, 1930: One seizure less severe than 
preceding, but preceded by increased irritability. 


July 23, 1930: Five seizures, following which 
his pulse rate was 64; blood pressure 164-95. 


January 1, 1931: Patient has extreme difficulty 
in getting about. Spends most of his time in bed. 


February 25, 1931: Patient had three seizures 
at 6:30 a. m. followed by coma and profuse per- 
spiration. Temperature 97.6° F. Pulse rate 64. 


February 27, 1931: Still stuporous, pulse rate 
102, respiration 28, temperature 100° F. Shows 
physical signs of brancho-pneumonia. 


March 2, 1931: At 4:00 a. m. temperature 106° 
F. Patient died at 5:35 a. m. Autopsy not ob- 
tained. 


Diagnosis: The change in disposition, negative 
serology with increased spinal fluid cell count, 
seizures and neurological disturbance together 
with the roentgen-ray findings definitely indicated 
some form of growth of the brain anterior to the 
fissure of Rolando, but adjacent to it. 


Comment: The increased irritability before the 
seizures and the fact that death did not ensue for 
seven years after the onset of symptoms were the 
most interesting features of the case. Only 
symptomatic treatment was possible. 


VICKSBURG SANITARIUM AND CRAWFORD 
STREET HOSPITAL STAFF MEETING. 


APRIL 10, 1931. 


Abstract—Duodenal Ulcer with Acute Perfora- 
tion.—Dr. A. Street. 


Patient—Male, aged 47 years, married, one 
child, carpenter; admitted to hospital March 4, 
1931. 


Chief Complaint—Severe epigastric pain. On- 
set two days ago intermittent at first, but for six 
hours constant and much worse; not relieved by 
morphine. Appetite has been good until today, 
and he ate a good breakfast this morning. 


Previous History—He has noticed for a year or 
more a gnawing discomfort in epigastrium about 
two to four hours after meals and occasionally at 
night. The history appears otherwise unimport- 
ant. 


Physical Examination—Temperature 98° ¥.: 
systolic blood pressure 90; pulse 70. Well devel- 
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oped and wel nourished. Pupils equal and react 
normally; knee jerks are present. Teeth are in 
bad condition. There is a left reducible inguinal 
hernia. There is right and left costo-vertebral 
tenderness. The abdomen is flat, shows boardy 
rigidity and general tenderness, possibly worse 
on the right. Blood count shows leukocytes 
20,100; small lymphocytes 9 per cent, large lym- 
phocytes 6 per cent, large mononuclears 1 per 
cent, polymorph. neutrophiles 84 per cent. Urine 
examination normal. 


Procedure—Immediate operation under spinal 
anesthesia. Right upper para-median incision. 
The peritoneal cavity contained much slimy fluid 
and the intestines were matted together with fresh 
fibrinous exudate. Fluid was pouring out from a 
punched out perforation on the anterior surface 
of the first portion of the duodenum. The fluid 
was removed by aspiration, the perforation closed 
and infolded by suture with No. 0 chromic cat gut. 
The aspirator was then passed, guided by the 
hand, into the right sub-phrenic space, the right 
lumbar gutter, and into the pelvis, removing fluid 
as thoroughly as possible. Rubber tissue drain 
was placed in the sub-phrenic space and brought 
out through the wound. The wound was then 
closed to exit of the drain. 


Post Operative Course—Uneventful. The drain 
was removed on the seventh day and patient dis- 
charged on the twelfth day. Has since returned 
for observation and has no symptoms. 


Abstract—Diaphragmatic Hernia, with Opera- 
tive Findings and Method of Repair.—Dr. J. A. 
K. Birchett, Jr. 


Patient—White, male, aged 36 years, steward, 
admitted to hospital March 24, 1931. 


Complaint—Fullness in chest, indigestion, and 
belching of gas or rumbling. 


In April, 1930, began having indigestion and 
sense of fullness after eating, with heart burn, 
which was somewhat relieved by taking soda. 
After dragging along with digestive discomfort 
for some time, he was seen by me. Symptoms 
and history were typical of gall-bladder disease 
and he was put on alkali and dietary restrictions. 
There was prompt improvement, in fact all diges- 
tive disturbance passed off. In September, 1930, 
while at his place of business, lifted two gallons 
of hot water above the level of his head. Just as 
he went to tip the contents into a coffee urn, his 
left foot slipped and he felt a sudden acute pain 
in the left side of the chest at the rib margin. 
After a little rest this discomfort passed off; did 
not have any nausea or desire to vomit. Since 
that time he has complained of the sense of full- 
ness in the chest and dull aching in the epigastric 
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region; some slight dyspnea on exertion; and has 
lost several pounds in weight. Has not vomited, 
but has suffered with severe constipation. 


Past History—General health good up until last 
April. Usual diseases of childhood; appendix re- 
moved in 1924; no venereal disease; no respira- 
tory disease; no circulatory disturbance until last 
fall when he had dyspnea and palpitation on exer- 
tion. No digestive disturbance until April, 1930, 
except acute attack of appendicitis in 1924. 


Has been unusually constipated during the past 
year. Never had any accident; no crushing injury 
of abdomen; no severe straining. 


Family History—No tuberculosis. Father’s 
sister died of cancer; father dead, pneumonia; 
mother well; one brother dead due to head injury 
at age of 9; one sister well. 


Physical Examination—Well developed and 
nourished, not acutely ill. Teeth in good condi- 
tion; tonsils present; no thyroid enlargement; 
thorax symetrical; both lungs hyperresonant on 
percussion, no rales, no tubular breathing; heart 
sounds normal, except somewhat muffled. Abdo- 
men rather thin; no masses or areas of tenderness 
noted, except over right upper quadrant in region 
of gall-bladder where tenderness was elicited. 
Well healed right rectus scar of old appendectomy. 
Genito-urinary negative; skin normal; reflexes 
present. 


Laboratory findings—Wassermann, Kline and 
Young, and Kahn tests negative. Urinalysis nega- 
tive. Hemoglobin 77 per cent; erythrocytes 
5,648,000; leukocytes, 8,100; differential leuko- 
cyte count: small lymphocytes, 21 per cent, large 
lymphocytes, 3 per cent, large mononuclears 13, 
polymorph., neutrophiles 60 per cent, with 15 
immature forms, eosinophiles 3 per cent, no 
malaria found. 


Procedure—With history at hand and definite 
evidence of some intra-abdominal lesion, possibly 
gall-bladder disease, a thorough study of the gall- 
bladder and gastro-intestinal tract was advised. 
On November 7, 1930, gastric contents showed no 
free hydrochloric acid; fluoroscopic examination 
showed left diaphragm very high, apparently from 
gas bubbles in cardia; stomach fills and is of 
peculiar shape. There is a constriction rather 
consistent with ulcer though no definite findings 
of ulcer noted. Stomach empties rapidly. Roent- 
gen-ray films showed high diaphragm on left, 
heart displaced to right, stomach completely in- 
verted. The skiagraph of the colon showed splenic 
flexure at level of sixth rib and up against high 
left diaphragm; caecum normal; ileo-caecal valve 
patent. The next day study showed a non-filling 
gall-bladder which was diagnosed as being patho- 
logical. By giving patient a bismuth meal and 














placing him in a prone position on the fluro- 
scopic table, the barium shadow was noted well 
above the fifth rib and completely displacing the 


heart to the right. A diagnosis of hernia through 
the left half of diphragm was made, and surgery 
advised. Patient returned home. 


On March 24, 1931, after gradual aggravation 
of symptoms, patient presented himself for surgi- 
cal relief. After a pre-operative rest period of 
five days during which time the stomach was 
washed daily through a duodenal tube and general 
tonic treatment was administered, under spinal 
anesthesia introduced high, an incision extending 
from the ensiform cartilage to the right of the 
midline was made to give free access to the sus- 
picious gall-bladder and to allow observation of 
the left diaphragm. The gall-bladder was not 
apparently diseased; there were no glands; no 
thickening of the walls; and of normal color. It 
was not molested. 


The hand was then passed through the opening 
in the diaphragm which was oval with its axis 
parallel to the transverse diameter. This opening 
was at least 6 to 8 inches in length. Stomach, 
small bowel, splenic flexure of colon, and spleen 
were replaced in the abdomen, but were with great 
difficulty held there. As the heart swung back to 
its normal position patient began to complain of 
dyspnea and pain, and at this juncture, inhalation 
anesthesia was resorted to, though the spinal 
anesthesia was perfectly satisfactory for the ab- 
dominal work. The suction of the lung and con- 
tents of thorax was tremendous and it was with 
difficulty that the reclaimed abdominal viscera 
could be kept from being taken back into the 
thorax. 

The borders of the split diaphragm were outlined 
and the two were brought together with a con- 
tinuous suture of chromic cat gut reinforced by 
interrupted sutures of the same material. After 
complete closure the suction sounds of the open- 
ing were not evident, a point of importance in 
determining complete closure. The sac of this 
hernia was not dissected out, only the edges of the 
neck being brought together. It is believed that 
the serous sac above the closure will gradually 
atrophy as the lung expands. 

Subsequent—The patient has made an unevent- 
ful recovery and roentgen-ray taken on the 14th 
post-operative day shows the present relation of 
the stomach to the diaphragm to be normal and 
with due precaution against straining we believe 
this patient will remain cured. 

Abstract—Rat Bite Fever.—Dr. S. W. John- 
ston. 

The reason that I am presenting this case to 
you: tonight is due solely to the fact that the 
disease is so extremely rare in this country. -Hav- 
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ing practiced medicine for more than 32 years and 
having during that time seen a large variety of 
diseases, the case I am to report is the first that 
ever fell under my observation. 


Rat bite fever is described as an infectious dis- 
ease caused by the bite of a rat or some animal 
which preys upon rats, and is characterized. by 
inflammation of the wound, paroxysms of fever 
and an exanthem. It is attributed to either a 
streptothrix or a spirochete, the former known as 
the Streptothrix muris ratti and the latter as the 
Spirochaeta morsus muris. The weight of opinion, 
however, favors the latter. 


The case mentioned is that of a negro boy aged 
fifteen. On the morning of March 18, about 
seven o’clock, while getting an ear of corn from a 
barrel a large fully grown rat, about the size of a 
squirrel, bit this boy on the index finger of the 
right hand. The boy says the rat was very 
vicious and after biting him tried to bite him 


again. He ran and the rat escaped. No atten- 
tion was paid to the bite, except the mother 
poured turpentine over the wound. He showed 


no symptoms and had forgotten entirely about the 
bite until Wednesday, March 25, while at school 
he was seized with a rather severe headache and 
pain in the right axilla. He vomited several 
times. He left school and went to bed. His tem- 
perature was high that afternoon and about bed- 
time he perspired profusely, when he seemed to 
be better. A dose of castor oil was given him 
and Thursday and Friday he continued to have 
high fever and suffered intensely with his should- 
ers and arms. 

A physician was called to see -him Saturday and 
told them that he had fever from the infected 
finger. I saw him Monday, March 30. At this 
time his temperature was 103°, pulse 130 and 
weak. “The boy gave all appearances of being 
sick. The wound on the finger did not look bad. 
It looked more like a chancre. There was no in- 
flammation around the wound, but it was circular 
and the edges hard and circumscribed. There was 
absolutely no pus nor serum escaping. I iodized 
the wound and applied a wet Dakin’s dressing. I 
instructed the mother to keep the finger wet 
with Dakin’s. He had a severe headache and the 
muscles of the back and neck were very rigid. 
I suspected meningitis. He was suffering with 
pains in his shoulders and his arms. The lower 
part of the back ached and he had no desire for 
food. I gave him quinine, bromides, aspirin and 
a little morphine. I saw him again Tuesday and 
his condition having grown worse I went back to 
see him Wednesday. His hemoglobin was 50 per 
cent. There was a large trace of albumin in the 
urine. The white blood count was 23,000. I 
took a slide the first day I saw him which showed 
no malaria. At this-time, Wednesday, the finger 
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looked about the same, though the boy seemed a 
great deal worse. His temperature was 103°, 
pulse about 140. He looked as if he had had 
typhoid fever for about four weeks. The pains 
were still confined to his back, shoulders and arms. 
The glands in the axilla were tender and enlarged. 
There was no rash at this time. I gave him 0.06 
grams neosalvarsan and discontinued the quinine. 
The next day, Thursday, he seemed some better. 
On Friday he was decidedly better. The tempera- 
ture was 100° and the pulse 110. I did not see 
him again until Sunday, April 5. He was free of 
pains, except in the shoulder, which were not 
severe. At this time there was a marked papular 
rash over his arms and body. There was very 
little rash on the lower limbs. I saw him again 
Thursday, April 9, which was the twenty-second 
day of his illness. He was still very weak and his 
hemoglobin was still low—60. The rash was more 
marked than it was on Sunday. His appetite was 
better and his pulse and temperature normal. I 
discharged him, but instructed him to stay in bed 
several days more. The wound had entirely 
healed and there was no scar. 

Judging from the quick response to neosalvar- 
san I am inclined to the belief that the disease 
must be caused by a spirochete. I failed to state 
that the boy gave a negative Wassermann, the 
specimen taken before the injection of the neo- 
arsphenamine. 

The main points of interest are that the wound 
looks innocent, the aching is tense, the shock is 
profound and the rash is papular rather than exan- 
thematous. The disease promptly responded to 
one injection of neo. 


Abstract—Retro-Bulbar Abscess——Dr. C. J. 
Edwards. 

Patient—White, female, age 4 yéars, 10 
months; first seen by me on March 5, 1931. 

History—About six weeks ago had scarlet fever 
with numerous complications, including sore 
throat, blocked nose, purulent ears, and pneu- 
monia. She was given serum for scarlet fever on 
the fifth day of illness. The nose and ears con- 
tinued to discharge. The temperature has not 
exceeded 104°. 

Examination—Both tonsils congested and red; 
naso-pharynx edematous; both nares full of pus; 
both ears purulent; sagging of posterior walls; 
left eye protruding one-half inch outward and 
downward with edema of left upper lid. 

Roentgen-ray findings—Empyema of both 
antra; bilateral mastoid and rupture of ethmoids; 
retrobulbar abscess, left eye. 

The patient, on admission to the hospital, had 
a temperature of 103° F. Leukocytes were 
17,000; small lymphocytes 9 per cent, large lym- 
phocytes 28 per cent, polymorth. neutrophiles 62 
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per cent, with 44 immature forms, basophiles 1 
per cent. Urine showed slight trace of albumin. 
She was immediately put on vaccine; glucose was 
given by rectum; boric acid solution was used for 
eye; general systematic treatment included in- 
travenous mercurochrome. This palliative treat- 
ment was kept up for three days and on March 8, 
her third day in the hospital, under novocain 
anesthesia, a brow incision was made through 
adnexa and periosteum, carefully peeling away to 
the ethmoid labyrinth. There was a rupture 
through the posterior ethmoid cells into the orbit 
and about one-half ounce of pus was obtained. 
An abscess with about the same amount of pus 
in the left biceps muscle was incised at the same 
time. There were many small punctate ulcers 
over both anteror surfaces of legs which were 
also drained. A drainage tube was anchored in 
place and specimen taken from the pus. Cultures 
showed streptococcus. 


Suction was used to remove pus from the nose 
with fair results. Up to this time the temperature 
had not exceeded 103° F. A blood transfusion of 
250 cc. was given and patient seemed to improve, 
although temperature persisted. Appetite in- 
creased and small abscesses made their appear- 
ance over the extremities, three of which required 
incision and drainage. 

After a week with temperature steadily climb- 
ing, reaching as high as 105° F., patient become 
cyanotic. Glucose was given intravenously. Blood 
count at this time showed leukocytes 20,400; 
erythrocytes 3,584,000. A second transfusion 
was given. Both antra were next drained under 
local anesthesia; both contained pus. 

The temperature persisting but not exceeding 
105° F., two days later the patient again become 
cyanotic. Glucose was given intravenously. Tem- 
perature reached as high as 106°. Blood count 
now showed leukocytes, 4,000. 

As the patient had been fighting the right ear 
for the past 48 hours, it was decided to drain the 
mastoids, which was done on the fourteenth hos- 
pital day. Under sodium amytal, three grains, in- 
travenously, simple bilateral mastoidotomy was 
performed. Patient did not react from the amytal 
until the next morning and then remained in a 
stupor from which she did not arouse and expired 
on the eighteenth day of the disease. 

From the onset there seemed to be a fair chance 
of recovery. The conditions which manifested 
themselves were carefully gone into before inter- 
ference. From the symptoms and complications 
which were dealt with, it is my opinion that the 
gravest was the retrobulbar abscess as’ it was 
under the periosteum and deep. I believe the 
cause of death was meningitis, infection having 
traveled in along the optic sheath. This was not 
proven as an autopsy was not obtained. 
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CALENDAR. 
1.—Pathological Conference, Hotel Dieu, 
11 A. M. to 12 Noon. 


May 


May 1.—Physiology Seminar, Tulane Medical 
School, 5 P. M. 


May 4.—Eye, Ear, Nose and Throat Hospital 
Staff, 8 P. M. 


May 8.—Pathological Conference, Hotel Dieu, 
11 A. M. to 12 Noon. 


May 8.—Physiology Seminar, 


School, 5 P. M. 


Tulane Medical 


May 8.—French Hospital Staff, 8 P. M. 


May 11—ORLEANS PARISH MEDICAL 
SOCIETY, 8 P. M. 


May 13.—Touro Infirmary Staff, 8 P. M. 


May 15.—Pathological Conference, Hotel Dieu, 
11 A. M. to 12 Noon. 


May 15.—Physiology Seminar, 
School, 5 P. M. 


Tulane Medical 


May 15.—Mercy Hospital Staff, 8 P. M. 

May 18.—Hotel Dieu Staff, 8 P. M. 

May 19.—I. C. R. R. Hospital, 12 Noon. 

May 19.—Baptist Hospital Staff, 8 P. M. 


May 19.—Charity Hospital Medical Section, 8 
P. M. 


May 20.—Charity Hospital Surgical Section, 8 
P. M. 


May 21.—Eye, Ear, Nose and Throat Club, 8 
P. M. 


May 21.—New Orleans Hospital Council. 


May 22—Pathological Conference, 
11 A. M. and 12 Noon. 


Hotel Dieu, 


May 22.—Physiology Seminar, Tulane Medical 


School, 5 P. M. 

May 25.—ORLEANS PARISH MEDICAL 
SOCIETY, 8 P. M. 

May 29.—Pathological Conference, Hotel Dieu, 
11 A. M. to 12 Noon. 


May 29.—Physiology Seminar, Tulane Medical 
School, 5 P. M. 


During the month of April, besides the meeting 
of the Board of Directors, the Society held one 
joint scientific and quarterly executive meeting. 


The quarterly executive meeting scheduled for 
April 13 was dispensed with on account of con- 
fliction with the meeting of the Louisiana State 
Medical Society. 


At the meeting held April 27, Dr. Walter 
Clarke, Associate General Director of the Ameri- 
can Social Hygiene Association, was the guest of 
the Society, and read a paper on “New Orleans’ 
Burden of Syphilis and Gonorrhea.”’ 


Quarterly reports of Officers and Committees 
were read and adopted. The following resolutions 
on the death of Dr. Solon G. Wilson were adopted: 


“His colleagues have learned with sorrow and 
regret of the untimely death of Dr. Solon G. 
Wilson, in the prime of his life and at the height 
of his usefulness. His urbane, kindly manner, his 
friendly spirit and jovial disposition, had gained 
him many friends who respected and honored him. 
His patients, attached to him by his constant de- 
votion to their interests, loved him and regard his 
death as a personal calamity. 


“The Orleans Parish Medical Society desires, 
therefore, to record its sense of loss and to express 
to Dr. Wilson’s family its sympathy ard condo- 
lence. 


“Be it therefore resolved that the above be 
inscribed in the minutes of the Society, and that 
the secretary be instructed to send a copy to the 
bereaved family.” 


The Committee on Arrangements for the meet- 
ing of the Louisiana State Medical Society worked 
very hard in completing plans for the entertain- 
ment of members and guests attending. The suc- 
cess of this meeting was due largely to the work 
of this committee. 


Dr. Amey Chappell was elected to Interne Mem- 
bership at the last meeting of the Board of 


Directors. 


TREASURER’S REPORT. 


Bate Tale TI a neciscccrnccsccesccenesvwesv- $1,398.04 
INE sicisesccciaichaseieaesbesaecersstecaenssnmeenes 2,813.65 

$4,211.69 
TRON inceacsissisiisctinn ccccsnenpseatentiom he $1,637.00 
Actual Book Bal. 3 /31/31............-----.--.--. $2,574.69 


LIBRARIAN’S REPORT. 

One hundred and forty-nine books have been 
added to the Library during March. Of these 
93 were received by binding, 12 from the New 
Orleans Medical and Surgical Journal, 17 by gift 
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and 27 by purchase. New titles of recent date 


are. listed below. 


Plans for the entertainment of the Medical 
Library Association, May 19-21, are almost form- 
ulated. Medical Librarians from all over the 
country are expected to be in attendance. Pro- 
grams will be mailed to the membership of the 
Orleans Parish Medical Society about May 1. 


NEW BOOKS. 


Poynton—Recent Advances 
1931. 


in Rheumatism. 


Kidd—Common Infections of the Female Ure- 
thra and Cervix. 1929. 


Munch—Bioassays. 1931. 
Crowe—Vaccine Treatment in Chronic Rheuma- 
tism. 1930. 


Groves—Textbook for Nurses. 1930. 


Fulton—Physiology. 1930. 


Webster—Legal Medicine and Toxicology. 
1930. 
DaCosta Modern Surgery. 1930. 





Clendenning—Modern Methods of Treatment. 
1931. 
Fairbiarn—Textbook for Midwives. 1930. 


Koby—Slit-lamp Microscopy of the Living Eye. 
1930. 


Weaver—General Medicine. 1930. 
William Henry Welch at 80. 1930. 


Wallace—Appraisal of Public Health Activities 
of Portland. 1929. 


Toyoda—Experimental Research of Etiology 
of Scarlet Fever. 1929. 


Wiggers—Die pathologische Physiologie des 
1929. 
Socialization of Medicine. 1931. 


Kreislaufs. 
Phelps 





H. Theodore Simon, M. D., 
Secretary. 


INSTALLATION MEETING. 





Address of Retiring President, 


C. GRENES COLE, M. D. 
Ladies and Gentlemen, Fellow Members, Friends 
and Guests: 


Custom ordains that you shall be, on this occa- 
sion, subjected to and forced to listen to a sum- 
ming up as it were of the accomplishments of my 
administration, and to be advised of any recom, 
mendations for the good of organized medicine 
that I might deem worthy and proper to offer the 
incoming administration. 


Orleans Parish Medical Society 


It seems but yesterday that you honored me 
with the Presidency of this organization, an honor 
which I assure you has been and will continue to 
be greatly appreciated and cherished as the great- 


est distinction which my professional confreres 
could have possibly bestowed upon me. 


The splendid and well attended Scientific meet- 
ings which we have been privileged to listen to 
during the past twelve months have been due 
to the untiring energy and constant interest 
and attention of Dr. E. L. King, the Chairman of 
the Scientific Essays Committee, with the faith- 
ful and fullest co-operation of the other members 
of this committee. I wish to extend my sincere 
thanks to this committee for the wonderful and 
instructive programs they provided us with and 
only those in attendance at these meetings can 
realize what the absent members were denied in 
their failure to attend these Scientific programs. 
We also wish to thank the Essayists for their 
wonderful contributions. 


In addition to the scientific contributions by 
our local talent we were treated to scientific 
gems by Dr. Charles L. Scudder of Boston, Chair- 
man Committee on Fractures, American College 
of Surgeons, by Dr. Otto H. Schwarz in a joint 
meeting with the New Orleans Gynecological and 
Obstetrical Society, by Dr. Frank Smithies of 
Chicago in a joint meeting with the New Orleans 
Gastroenterological Society and by Dr. Irving S. 
Cutter, Dean of Northwestern Medical School, 
and Dr. M. Weinberg, Professor ‘of Pathology of 
the Pasteur Institute of Paris at the Chaille Me- 
morial meeting. While these meetings were well 
attended I do not think the membership as a 
whole came to these meetings as they should, 
thereby encouraging and supporting the efforts 
of your officers and Scientific Essay Committee 
in bringing to you these highups in the Scientific 
world for your enlightenment and betterment. It 
is the cherished hope of your retiring President 
that each individual member will pledge him and 
herself tonight to attend more regularly these 
meetings and’ it is a solemn duty you owe to 
your officers, your organization and to yourself 
that you fulfill this pledge. 


We are giad to inform you that our efforts 
to secure the meeting of the Southern Medical 
Association for New Orleans in 1931 were suc- 
cessful, and I wish to thank the members who 
joined us in this fight for their co-operation and 
assistance. We have also invited the American 
Society of Tropical Medicine to meet here in 
1931 on the same dates as the Southern Medical 
and have every reason to believe they will ac- 
cept, as it is usually the custom for these two 
organizations to hold joint deliberations. 
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The American Medical Association was also 
tendered an invitation by this Society to come 
here in 1932, and I sincerely hope they will 
accept. 


Your Board approved a tentative survey of 
social Hygiene in the City of New Orleans spon- 
sored by the Local Central Council of the Social 
Agencies in co-operation with the American 
Social Hygiene Association. We believe this 
survey will disclose some interesting and instruc- 
tive data concerning the prevalence of communi- 
cable Venereal diseases in this City and we are 
hopeful that these findings will lead to an edu- 
cational campaign to properly inform the public 
on subjects of social hygiene and prevention of 
these diseases, which will, in a measure, at least, 
reduce the number of unfortunates so inflicted 
with these maladies. 


Your committee on State Medicine and Legis- 
lation showed their interest and activity and while 
in Baton Rouge at the last meeting of the Legis- 
lature we had passed favorably in committee, an 
act to abolish the physicians occupational tax and 
had it not been for the upset condition of affairs 
at Baton Rouge during the closing days of the 
Legislative session, preventing our bill from com- 
ing up for action, I feel confident that our bill 
would have favorably passed in both Senate and 
House. 


The repeal of the useless and duplicate State 
Narcotic act can, I believe, be passed at the next 
meeting of the Legislature and I respectfully rec- 
ommend to the incoming administration to cen- 
tralize their efforts to this end. 


Our Board has made a concerted effort to have 
the State Society dues of seven dollars ($7.00) 
abolished so far as Interne members are con- 
cerned, and have requested the Louisiana State 
Medical Society to give this proposal their earnest 
and favorable consideration. We feel that it is 
unfair to our Internes to require them to pay 
these dues thereby making it prohibitive for them 
to avail themselves of the facilities offered by our 
local Society, where dues for Internes are only 
one dollar ($1.00) per year. It is an appalling 
fact that out of over one hundred and thirty (130) 
Internes in this city only one Interne is a mem- 
ber of our local and State Society. 


We have also asked the Louisiana State Med- 
ical Society to prorate their dues so that when 
a physician has been elected to our Society dur- 
ing the last half or latter quarter of the year that 
he will not be required to pay the full year’s 
dues. 


We feel confident that our Mother Society will 
take care of her Children, seeing the wisdom of 
their appeals, and will grant them their requests. 
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An Amendment to our Constitution was passed 
whereby the President during his term of office 
automatically becomes a delegate to the Louisi- 
ana State Medical Society. 


It is a matter of serious moment and sincere 
regrets that some of our members have seen fit 
for one reason or other to discontinue their group 
insurance. It is indeed unfortunate that we can- 
not retain enough members in this group insur- 
ance to continue our low premium rate and allow 
all of our members to avail themselves of this 
high class life insurance at a reasonable premium. 
The sad part of it is that a goodly number of 
our members cannot, for physical reasons, secure 
life insurance in any other way, and I would 
suggest to the next administration that they con- 
tinue to energetically appeal to the membership 
for their support in this matter. 


It is a source of great pleasure and satisfaction 
to your retiring President to record another most 
successful “Longer Life Week” and Dr. F. L. 
Fenno, Chairman, and the other members of this 
committee are to be congratulated on their suc- 
cess in this meritorius work and I wish to thank 
them for their splendid services. 


While we realize that there still exists a great 
amount of hospital abuse our committee felt 
that during this period of depression was no time 
to try to force this issue to completion. We wish 
to report, however, that the Charity Hospital 
Board has employed a man for no other purpose 
but to check up on these cases and he is stationed 
in the admitting room to carry out the mandates 
of the Board in their desire to reduce hospital 
abuse. 


The druggists, I am informed, are treating a 
large number of the sick people of our city in 
violation of the Medical Practice Act of our State 
and are depriving our members of thousands of 
dollars in yearly incomes and I would like to 
suggest to the new administration that some joint 
investigation in co-operation with the members of 
the Louisiana State Board of Medical Examiners 
be made to determine ways and means of com- 
batting this evil to patient and physician. 


It is rumored that the affairs and practices of 
the Child Welfare Association so far as it con- 
cerns organized medicine needs investigation and 
I recommend that some consideration be given 
this subject by our new administration. 


The Orleans Parish Medical Society owes the 
Board of Administrators of Tulane University a 
great debt of gratitude for the wonderful privi- 
lege accorded organized medicine now enjoyed in 
being domiciled in this magnificent building. Our 
offices are, I believe, at present in keeping with 
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the best in the land. Our Library unsurpassed 
in regard to space, equipment and accommoda- 
tions and should be a stimulus to our members 
to use these splendid facilities far more frequently 
in the future. The only thing needed to make our 
Library complete at present is for some generous 
and philanthropic individual to donate funds suf- 
ficient to complete our files and endow the Li- 
brary for future necessities and expansion. 


Your Board has spared no expense in equipping 
your home with furnishings in keeping with the 
dignity of our organization and location and we 
hope you will give us your hearty endorsement in 
this matter. 


I want to thank Dr. Bass and the Board of 
Administrators of Tulane University and wish 
to assure them that we appreciate their most 
generous courtesy and want them to realize that 
we are happy to be with them. 


We are all made sad when we think of our 
departed members and realize that we shall see 
them no more nor have them join in our future 
deliberations and pleasures. To the relatives of 
Drs. Pau] W. Wipperman, E. S. Kelly, A. LeDoux 
and Sara T. Mayo we extend our heartfelt sym- 
pathy in this their hour of sad bereavement and 
assure them that their loss has also been our loss. 
While not a member of the Orleans Parish Medical 
Society, having retained his Membership with the 
Shreveport Medical Society, Organized Medicine 
has sustained a great loss in the person of Dr. 
Oscar Dowling and we extend to his widow and 
relatives our sincere sympathy in this their hour 
of sadness. 


To those of our members who are ill and unable 
to be with us tonight we extend to them our 
sincere regrets, and assure them that we miss 
them and wish for them a most complete and 
speedy recovery. 


Our thanks and appreciations are extended to 
the members of the Women’s Auxillary for their 
untiring and hearty co-operation in lending us 
a helping hand at all times and especially do I 
thank them for their splendid and loyal partici- 
pation in assuming charge of the arrangements 
for your entertainment on this inaugural occa- 
sion. 


I wish to extend greetings and best wishes to 
Dr. Emmett Irwin, my successor and offer con- 
gratulations to this society on having elected to 
the Presidency a man who, I am sure, will wisely 
and judiciously administer your affairs for the 
coming year. 


To the Board members I wish to extend my 


thanks and appreciation for their loyal and earn- 
est co-operation and to assure them that I shall 


long remember our pleasant association and de- 
liberations. 


I am greatly indebted to our very efficient Sec- 
retary, Dr. Simon, and to our capable assistant, 
Miss Lucille Maier, for the splendid services given 
and the co-operation accorded me at all times. 


To our Treasurer, Dr. Lanford, and our Li- 
brarian, Dr. Silverman, I wish to give thanks for 
their untiring efforts in keeping their departments 
up to a standard of efficiency unsurpassed in past 
administrations. 


In conclusion I wish to thank you, my confreres, 
for the unanimous approval you have given this 
administration by loyally supporting all of our 
policies. It has been a great pleasure and a dis- 
tinct privilege to have served you during the past 
year and I sincerely hope that your confidence 
and trust in me remain still unbroken and that I 
shall continue to merit your consideration and 
respect. 


Inaugural Address of President, 
EMMETT IRWIN, M. D. 


SOME PASSING THOUGHTS 


Once again custom brings together the mem- 
bers of this Society to witness a change in its 
administrative personnel. You have come to listen 
to an enumeration of the many accomplishments 
of the preceding officials, to hear a dedication of 
policy from the incoming administration and in 
eager expectation of fanciful and grandiose prom- 
ises from the lips of the New Executive. As re- 
gards the former, much has been accomplished 
during the year just concluded and my predeces- 
sor deserves the commendation and thanks of 
each member of this Society for the magnificent 
manner in which its affairs have been conducted. 
As for the latter, this administration will con- 
sider its work well done if it can only credibly 
carry out the stupendous tasks prepared for us 
by the outgoing officials. 


Tonight we launch upon a year which holds 
in store possibly the most trying, strenuous, and 
laborious problems yet faced by this organization. 
During this month the Sectional Meeting of the 
American College of Surgeons will meet in this 
city. This Society in April will entertain the 
Louisiana State Medical Society in annual ses- 
sion, and during November will be host to the 
Southern Medical Association. In the event the 
1932 meeting of the American Medical Associa- 
tion is secured for New Orleans, necessarily the 
major portion of the working details for this 
gathering will be carried out during this year. 
These facts are placed before you in order that 





an 
vic 
the 
pre 
wr 
do 
see 
cor 
lik 
the 
lici 
an 
rey 
all 
ced 
rec: 


a le 
exp 
late 
of 


cau 
the 


to ¢ 
cent 








Orleans Parish Medical Socity 


you may foresee the laborious duties already con- 
fronting your officers. In order that these plans 
may be written into the pages of the glorious 
history of this Society as successful achievements, 
the whole-hearted and sincere cooperation of 
every member is needed, putting aside any and 
all individual differences, ever remembering we 
are but equal members of a constituted group 
representing a worthy and noble profession. 


A community’s greatest asset is the good 
health of its citizenry and already in previous 
years there has been an increasing endeavor to 
educate the people of our city to the need for 
having annually a complete physical examination 
so that disease may be detected in its incipiency 
and through proper advice and care at the hands 
of the family physician early restoration to health 
assured. While great progress has been made in 
this undertaking it may be more forcefully im- 
pressed by example in the universities where a 
thorough physical examination should be required 
at the beginning of each school year and cer- 
tainly the same plan should be executed in the 
Hospitals for the House Staffs, Interne and Nurs- 
ing Corps. While enlightening the public why 
should not the prefession itself become self-con- 
scious of this desirability. 


In this never ending campaign against disease 
and in the interest of better health for the indi- 
vidual through lifting the veil of mystery from 
the practice of Medicine, taking the public into 
professional confidence, educating them through 
writings and public meetings, the physicians can 
do much to assist in causing those affected with 
seemingly innocent maladies to seek the aid of 
competent medical assistance early thus more 
likely assuring success of treatment by cure of 
the patient. Even after the vast amount of pub- 
licity given to the necessity for early recognition 
and treatment of cancer, too many persons are 
reporting for relief in the advanced stages when 
all procedures fail. Many, fearful of surgical pro- 
cedures, are insistent upon patronizing the quacks 
receiving at their hands applications of most dan- 
gerous so called remedies, until hopeless, when as 
a last minute resort seek aid at the altar of science 
expecting the miracle to be performed. It is too 
late. This Society should keep alive the campaign 
of publicity against cancer and it is hoped one 
meeting each year will be dedicated to this 
cause, at which meeting the public may be given 
the latest information concerning this dreaded 
affection 


New Orleans, with her beloved State Charity 
Hospital and magnificent Medical College, aug- 
mented by an efficient Medical profession equal 
to any in America, is one of the Nation’s leading 
centers for the dissemination of Medical knowl- 
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edge. However, even with these assets the ad- 


vancement of Medical Science in our Community 
to the degree deserving of such assets, is ma- 
terially hampered by lack of proper financial aid. 


Research in the sciences requires a vast expendi- 
ture of money, but when the dividends are de- 
clared through extermination of disease, relief of 
suffering, better health, promulgation of life, and 
a more desirable community in which to live, the 
investment is quite small, In comparison with 
other large cities there are relatively few dona- 
tions of consequence here for the endowments of 
Departments, Professorships, or foundations for 
the study of certain specific disease. Would not the 
establishment in New Orleans of a well-endowed 
and administered foundation for Medical re- 
search, or for the study of cancer or investigation 
of other diseases, be a most wonderful gift to 
the people from some kind benefactor? Why 
should not New Orleans as a famous medical cen- 
ter take the lead in these vast research problems 
and claim her just position in the Medical World? 
The answer is simple; a lack of proper and suf- 
ficient financial endowments. She already is en- 
dowed with proper medical knowledge and skill. 


Of late there has been much talk and writing 
about the so-called high cost of medical aid and 
hospital care. This state of affairs exists mostly 
in the mind and is simply an attitude created 
within the individual rather than an existing fact. 
There was a time when the physician rendered 
his services gratuitously and survived upon dona- 
tions from grateful and sympathetic friends in a 
somewhat similar situation as the ministers found 
themselves. Over a long period of time many 
have received medical aid at a minimum or free, 
so it is now difficult for these same persons to 
meet the changing conditions, and likewise it has 
been hard for the physician to readjust himself. 
He is fundamentally a man of tender and sym- 
pathetic feeling, one poor in business, and easily 
the subject of imposition. Because of his profes- 
sion he is expected to pay his debts, but makes 
his charges with a prayer and hope of receiving 
compensation for his services. There is no regu- 
lated or specified price for a particular service, the 
doctor making his fee in accordance with his 
idea of the value of the service rendered. Most 
people when acutely ill are quite exacting and 
wish the physician to answer his beck and call 
and are ready to admit the great skill and su- 
perior knowledge possessed by their doctor— 
But, when the pain has gone and health restored 
he frequently feels he has been imposed upon by 
having been sick and the bill is out of all pro- 
portion to the service rendered for he would have 
recovered anyway and besides he was not very 
sick. 
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It is commonly believed the physician charges 
his patient in accordance with the latter’s ability 
to pay—‘“The sliding scale of charges for the 
Same service rendered different patients in dif- 
ferent levels of social and financial standing.’’ To 
some very slight extent this may be true and has 
gained popular belief because of the wide spread 
publicity given a few cases in which wealthy per- 
sons were charged seemingly exorbitant fees. This 
is the exception and not the rule. One’s ability to 
pay is a rather relative term and most difficult 
to determine. Likewise is the value of a service 
rendered difficult to be translated into terms of 
money—which, it is asked, may be a more satis- 
factory service to a person—one hundred thousand 
dollars as a fee for an experienced surgeon to 
open one’s abdomen, or a similar fee for an ex- 
perienced lawyer to open that person’s succession? 
But who ever heard of a medical fee of such an 
amount in this city? You have heard of such a 
succession fee. There is no justification for any 
one charge for services rendered but the sliding 
scale for medical services is an injustice to the 
physician for contrary to usual belief the slide is 
downward. Where it slides up in one case it 
slides down in one thousand. Would that this 
and the credit system be abolished in favor of 
the cash piggly-wiggly-pay-as-you-go system. 


In preparing the annual family budget the 
item of sickness is rarely considered for each feels 
he will not become ill, consequently when he or 
some member of his famly contracts a disease or 
meets with an accident he is unable to reconcile 
himself to this unexpected expense. He has made 
arrangements for the payment of taxes, install- 
ments on the radio, or the automobile, so he 
feels he is unable to meet the demands for sick- 
ness. Many are prone to take better care of their 
automobile by frequent inspection and repairs 
than of the body of his children and himself. Pos- 
sibly the average cost of automobile per year is 
greater than the annual expenditure for medical 
service. Check yours. Of course, I am conscious 
of the necessity for the efficient care of the des- 
titute who are unable to have the niceties of 
life and who are in need of the kindly hand of 
their fellow man. For these there is the great 
Charity Hospital and the free clinics of the other 
kind institutions where the same physicians merci- 
fully give free and gladly of their time, knowledge 
and service. 


There are persons of moderate circumstances, 
who suffer from ailments necessitating hospitali- 
zation but fear to face the facts and undergo 
treatment because of the uncertainty of the costs 
for the service. There exists distinct need in New 
Orleans for a hospital of moderate rates for the 
middle man, in which a standard schedule of 
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charges is maintained both for hospital care and 
medical service, to which a prospective patient 
may apply and determine quite accurately the cost 
to be met in his illness enabling him to arrange 
for its payment in advance. Please do not under- 
stand this to mean that our present institutions 
charge exhorbitant rates, for when compared with 
hotel rates these are quite reasonable. The proposed 
hospital plans for the person of moderate means 
it is believed will be patronized by a great many 
whom now are imposing upon the Charity of 
the City and State to the injustice of the needy 
poor—constituting what is commonly termed Hos- 
pital Abuse. 


With the changing economic and industrial con- 
ditions there has come into existence organized 
groups of employees, associated together for 
the purpose of securing satisfactory medical aid 
and hospital care at a nominal cost to each, a 
kind of community plan employing their own 
staffs. The majority of these persons are of a 
class who pay little or nothing to the physician 
and would neglect the health of themselves and 
families. Through these organizations the physi- 
cians are paid a salary and the members are lifted 
out of the pauper class, helping themselves, and 
are a more satisfied, respectable group of citizens 
for it. In keeping with this same general idea 
many insurance companies have devised various 
health policies, expecting to enable the policy 
holder to take care of his sickness through in- 
surance. While the idea is good, it is unfortunate 
so many exceptions to payment are included in a 
great number of these which reduces their value 
materially. 


The compensation law, while inadequate, has 
helped the industrial workers to be cared for to 
a certain degree but with the low maximum finan- 
cial responsibility, the physician is frequently 
made to suffer for his fee because the allowance 
is expended long before the case is terminated, 
This should be corrected through power legisla- 
tion. 


Compensation and other cases in court are 4 
source of much disagreement amongst physicians 
représenting different factions in the case, serv- 
ing to lower the standing of the profession and 
causing the judge, who desires the opinion of 
medical men to enable him to more capably ar- 
rive at a conclusion, to frequently disregard the 
conflicting medical testimony possibly rendering 
his opinion in injustice to one of the parties. As 
a solution it is suggested a law be enacted author- 
izing the trial judge in these cases to appoint three 
physicians. to serve as advisory referee. It is 
believed this will prove beneficial to the court and 
the profession. 
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With the growing multitude of helpless and 
irresponsible persons owning and operating auto- 
mobiles, the number of accidents has increased, 
constituting a problem of great concern to the 
community throwing the care of a large number 
of these victims upon the people of the City 
and State through treatment in the Charity Hos- 
pital. Every person owning or operating an auto- 
mobile should be made conscious of his duty 
to society by requiring such owner to carry his 
share of the burden through bonding or insuring 
the car against accident or injury to both person 
and property. This time will come, but even the 
present is not too soon. 


The medical profession is interested in the 
health of the community not only from the stand- 
point of disease but also it is deeply concerned 
with injuries to the body mechanism produced by 
the ingestion of injurious agents either volun- 
tarily or by accident. Many permanent injuries 
are inflicted and deaths caused, chiefly in children 
by the accidental swallowing of concentrated lye, 
—the sale of which should be most rigidly cur- 
tailed and its presence in the home discouraged. 
The Volstead Act has been responsible not only 
for the wholesale violation of the law and dis- 
respect for authority but has brought on a more 
widespread use of drink. Necessarily the use of 
liquors obtained through the illegal traffic or so- 
called bootleg trade, much of which contains 
anything’ from creosote to shoe polish, has had 
undetermined deletorious effects upon the physical 
wellbeing of many of our citizens. Without hesi- 
tation it is stated the modification of this unpopu- 
lar law permitting well supervised manufacture 
and regulated sale of alcoholic beverages, will be 
a health measure well worthy of consideration. 
The traffic in narcotics is a problem requiring 
much thought from the Federal Government. The 
Harrison Narcotic law is a worthy piece of legis- 
lation which removes the legitimate source of 
supply from the poor unfortunates who are ad- 
dicted to the use of these drugs. These individuals 
are not fundamentally criminally inclined but will 
resort to any means to obtain needed dope. These 
poor creatures are suffering from an affliction of 
the most terrible nature and should be pitied rather 
than condemned. Why should not the Federal 
Government while depriving these victims of their 
scurce of supply at the same time make provision 
for their care in Government Institutions in an 
effort to free them from the curse which clutches 
their very soul? 


New Orleans possesses an unlimited volume of 
clinical material and a desire on the part of 
physicians outside of our City to visit here, must 
be cultivated through encouragement in the way 
of well organized and inviting Clinical programs. 
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Other cities have taken the lead and our com- 
munity must not fall behind. It is gratifying to 
know the New Orleans Chapter of the American 
College of Surgeons has announced its prepara- 
tion to promote and foster annually the New Or- 
leans Midwinter Clinics, the first of which will 
be conducted early in 1932. This administration 
will lend every effort towards assuring success 
of this commendable undertaking. 


The incoming officers to whom you have so gen- 
erously entrusted the administration of the affairs 
of this Society, will endeavor to conduct the same 
upon the high ethical plane maintained by their 
predecessors. This administration shall be ever 
ready to council with the members of the Society 
and shall exhibit a willingness to co-operate with 
all Medical groups of the State and City. 


Through the selection of Dr. Robert Strong as 
chairman of the Scientific Essays Committee the 
Society is insured of both interesting and in- 
structive programs. 


With the beginning of a New Year the Society 
enters a new domicile in this magnificent Temple 
of Learning—The Hutchinson Memorial of Tu- 
lane University. To the President, Board and 
Dean of Tulane this Society expresses its thanks 
and appreciation for their spirit of generous co- 
operation. 


To the Board and Officers of the newly created 
Medical Department of our great State Uni- 
versity, I extend greetings. 


During this year as your executive and pre- 
siding officer, thanks are expressed for the honor 
with which you have entrusted me. My desire is 
to administer the affairs of your Society with 
celerity and efficiency, and every effort will be 
exerted to rule fairly but well. 


To each of you and to the Society a sincere 
wish for a prosperous New Year. 


ANNUAL REPORT OF THE SECRETARY 
ORLEANS PARISH MEDICAL SOCIETY 


H. Theodore Simon, M. D. 


Your Secretary begs permission to submit the 
following happenings of the Society during the 
year 1930. 


Again we have gone through another active 
year, the most important happening being the 
change of the domicile of the Orleans Parish Med- 
ical Society offices and Library to the beautiful 
new building of the Hutchinson Memorial of the 
Tulane Medical School: The offices and Library 
were moved on December 3rd, and the apperten- 
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ances and fittings of these offices, Board Room 
and Library are most modern and impressive. 

The year ended with a total membership of 505 
which happens to be ten less than numbered last 
year. This loss is probably explained by the lack 
of Interne Members who are unwilling to pay the 
increased dues of the Louisiana State Medical 
Society. At present negotiations have been en- 
tered with the State Society in an endeavor to 
alleviate the necessity of our Interne Members 
paying other than their $1.00 dues in our Society. 
The Active Members number 479, Associate Mem- 
bers 22, Honorary Members 3, and Interne Mem- 
bers 1. Losses during the year numbered 17, of 
these were deaths 4, resignations because of re- 
movals 10, dropped for non-payment of dues 2, 
dropped because of removal 1. 


MEETINGS. 

The Board of Directors has held twelve meet- 
ings, ten regular and two special. Many matters 
were brought to them for their consideration, and 
each and every member must be congratulated on 
his hearty co-operation. 


The Society has held 17 meetings which in- 
cluded during the year three joint Clinical Meet- 
ings with the Charity Hospital Staff, one joint 
meeting with the New Orleans Gynecological and 
Obstetrical Society, a joint meeting with the New 
Orleans Gastro-Enterological Society and the 
Stanford E. Chaille Memorial Oration. The Se- 
ciety had the pleasure of having four guests 
present to read papers, namely: 


Dr. Otto H. Schwarz of St. Louis. 

Dr. Charles L. Scudder of Boston. 

Dr. Frank Smithies of Chicago. 

Dr. Irving S. Cutter of Chicago. 

The Chairman of the Scientific Essays Commit- 
tee, Dr. E. L. King, deserves your hearty con- 


gratulations on the most interesting programs 
presented during the year. 


CHAILLE MEMORIAL ORATION. 


The fifth Stanford E. Chaille Memorial oration 
was held on December 12 when Dr. Irving S. Cut- 
ter, Dean of Northwestern Medical School, was 
the orator. 


BY-LAWS. 

The only amendment to the By-Laws is in Arti- 
cle 9, whereby your President is ipso facto a 
Delegate to the Louisiana State Medical Society 
serving during the term of his office. 


HISTORY. 


Fifty years of existence of the Orleans Parish 
Medical Society was commemorated by a History 
written by Dr. A. E. Fossier. This was published 
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in the spring of the year and each member was 
presented with a copy gratis. This History is a 
most excellent resume of the happenings during 
the half century of the existence of this Society, 
and Dr. Fossier deserves praise and sincere thanks 
from the Society for his interesting contribution. 

Dr. E. S. Lewis, who has been a member of 
this Society since its organization, was elected 
an Honorary Member. 

The Board of Directors endorsed the drive of 
the Flint-Goodrich Hospital and Medical Center. 

Miss Marshall, your Assistant Librarian, was 
sent to the Medical Library Association meeting 
in Montreal. She has been re-elected Treasurer 
of this Association. The Board of Directors 
joined with Tulane University in extending an 
invitation to this Association to meet in New Or- 
leans in 1931 which was accepted. 


The Senators and Representatives in the United 
States Congress from Louisiana were asked to 
use their influence to have the Medical Index of 
the Surgeon General’s Office continued as is pres- 
ently published. Through combined efforts of 
appeals from Senators and Representatives from 
many other states, the Surgeon General’s Office 
has ordered that the Index be published as is at 
present. 

Your Society has co-operated with the New 
Orleans Public School System in holding their 
pre-school round-ups. 

The Society was invited to a luncheon at the 
Cloverland Dairy Products Company and quite a 
few members took advantage of this opportunity 
to see a modern dairy plant in operation and to 
enjoy the nice luncheon. 

The Society has issued an invitation to the 
Southern Medical Association to meet here in 
1931. This invitation has been accepted and the 
Southern Medical Association will meet here No- 
vember 17-20, 1931. 

The Society has also extended an invitation to 
the American Medical Association to meet here 
in 1932. An attempt was made to procure the 
1931 convention, but on account of the late start 
proved unsuccessful. 

During the past year of the Legislature a bill 
was introduced to abolish the Physicians’ License 
Tax. This Bill was favorably received and would 
have probably passed had it not been for the late 
filibuster which practically tied up all legislative 
measures. 


GROUP INSURANCE. 


The rate of premium on group insurance has 
been materially increased owing to increased 
mean age by the younger men dropping out from 
the group. This increase in rate has resulted in 
25 members dropping out so that the prospects 
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for next year are not very favorable for any 
other than another marked increase in rate. The 
local representative of the American National 
Insurance Company who holds this group policy 
is endeavoring to have some of the younger men 
take out their policies again which may help the 
rate reduction. 


DELEGATES. 
The following Delegates and Alternates to the 


Louisiana State Medical Society were elected for 
a term of two years: 


Delegates—Drs. C. Grenes Cole, F. L. Fenno, 
F. J. Chalaron, H. W. Kostmayer, S. M. Black- 
shear, O. W. Bethea, R. B. Harrison, P. Graffag- 
nino, H. Theodore Simon, Leon J. Menville, M. 
J. Lyons. 


Alternates—Drs. P. A. Mclihenny, E. Denegre 
Martin, H. V. Sims, J. E. Dupuy, Allan Eustis, S. 
G. Wilson, Homer Dupuy, G. B. Collier, Frank 
Chetta, H. B. Alsobrook, M. Earle Brown. 


OFFICE ORGANIZATION. 

The work in the office has been constant be- 
cause of detail work of collecting and paying 
premiums of group insurance, also the many 
notices and letters sent to the membership noti, 
fying them of routine business. 


I wish to sincerely thank Miss Lucille Maier, 
our Assistant Secretary-Treasurer, for her faith- 
fulness and promptness in her endeavors to co- 
operate. 

I also desire to express my thanks to our 
President, to each member of the Board of Direc- 
tors and to the general membership for their 
hearty co-operation. 

Respectfully submitted, 
H. Theodore Simon, M. D., 
Secretary. 


TREASURER’S REPORT FOR 1930. 
The following is a brief summary of the an- 
nual receipts and expenditures of the Orleans 
Parish Medical Society. 


Report of General Fund, 1930 


Balance on Hand, 1/1/30...................... $ 1,737.49 
Re ADF! ES oe rere oe 25,045.39 
ND i ee fn ticdeeminemete 24,552.93 
Actual Book Balance.............................- 2,338.28 
Total office expenditures...................... 225.51 
I se sien eiyimenedboed 418.55 
Total epeetal wereigis........-..-.<.--2-26::-.-2-- 2,335.10 
Total special expenditures...................... 9,531.80 


Respectfully submitted, 


John A. Lanford, M. D., 
Treasurer. 
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LIBRARIAN’S REPORT—YEAR 1930. 
To the Officers and Members of the Orleans Par- 
ish Medical Society: 


With the transfer of the Society’s Library to 
the new Tulane Medical Building and thereby 
placing our material in close proximity to the 
Library of the Medical School, there is conven- 
iently arranged for our membership the medical 
library facilities unexcelled in any other city of 
the South and equalled by only a few in the 
entire United States. 


At the time of the present report, our Medical 
Society can boast of a total accumulation of 
16,365 volumes. With the consent of the proper 
authority, I might mention that this number of 
books and the number in the Tulane library gives 
up an available reference library totaling approxi- 
mately 35,000 volumes. Since the total capacity 
of the shelving is sométhing like 100,000 volumes, 
there need be no apprehension for the possibili- 


ties of future expansion. Service to our members 


is materially increased by the new arrangement 
of personnel, the privacy of the Society’s reading 
rooms and the ability to make use of books in 
the alcoves where there are small reading tables. 


During the past year, 1108 books were added 
to the Library; of these, 504 were received by 
binding, 34 by purchase, 436 by gift and 134 from 
the New Orleans Medical and Surgical Journal. 


Two meetings of the Library Committee were 
held at which all members were present. Recom- 
mendations to the Board of Directors were made 
for an increase in appropriations for the purpose 
of improving the condition of our present volumes 
and to complete many of the journal files that 
have remained incomplete for many years. Due 
to the efforts of our committee and to the sup- 
port of the Board the Society has adopted an 
increase in the library’s revenue almost equalling 
50 per cent more than the past few years. 

A noticeable item in the past year’s activity 
of the library was the attendance of Miss Marshall 
at the annual meeting of the American Medical 
Library Association at Montreal. She visited 14 
medical libraries en route and through her efforts, 
the Association accepted our invitation to meet 
in New Orleans next May. 


A financial statement of the annual receipts 
and expenditures accompany this report. 


Respectfully submitted, 


Daniel N. Silverman, M. D.,; 
Librarian. 








LOUISIANA STATE MEDICAL SOCIETY NEWS 
H. Theodore Simon, M. D., Associate Edito:. 


THE ANNUAL MEETING. 

The 52nd Annual Meeting of the Louisiana 
State Medical Society is now a thing of the past. 
In retrospect this meeting ranks with other suc- 
cessful meetings that have been held in New Or- 
leans and elsewhere in the State. The scientific 
program was an excellent one. The papers will 
appear during the course of the approaching year 
in the New Orleans Medical and Surgical Journal. 
The Section Chairmen started their meetings 
promptly and there was a general participation 
in the discussions of the scientific presentations. 
The open meeting at the Jung Hotel was extreme- 
ly well attended, and the annual orators, Dr. 
Charles Geschickter and Mr. Rufus Harris were 
listened to with keen attention. The presidential 
address of Dr. H. B. Gessner was extremely well 
received. The social features of the meeting 
should not be forgotten. An excellent stag ban- 
quet was served on the night of Wednesday, 
April 15, which was followed by a dancing and 
a singing entertainment staged by Dr. Jules 
Dupuy, which was greatly applauded. The golf 
tournament was well attended and some magnifi- 
cent prizes were awarded. The low gross prize 
was won by Dr. A. D. Mangham of Elizabeth; the 
runner-up trophy was won by Dr. Clarence Lorio 
of Baton Rouge, who tied with Dr. S. C. Jami- 
son of New Orleans and who won the toss for 
the award; the low net was won by Dr. Leon 
J. Menville of New Orleans; the blind holes by 
Dr. Hugh Lawson of New Orleans; and the kick- 
ers by Dr. L. A. Fortier of New Orleans. 


Under the able chairmanship of Mrs. Joseph 
Hume, an excellent series of entertainments were 
provided for the visiting ladies, all of whom 
apparently had a most delightful stay in New 
Orleans. 

The report of the House of Delegates to the 
General Assembly of the Louisiana State Medical 
Society follows: 

New Orleans, April 16, 1931. 
Gentlemen: 

The open session of the House of Delegates of 
the Louisiana State Medical Society was called 
together at ten o’clock Monday morning, April 
13, 1931, and again on Thursday morning, April 
16, 1931. 

The report of the President was received with 
a great deal of enthusiasm, and the recommenda- 
tions contained therein were adopted. 

The Secretary-Treasurer’s report was read and 
adopted. 

The report of the Chairman of the Council 
was made and certain recommendations were 
offered in amending the By-Laws, in order that 


the House of Delegates may function more effi- 
ciently. From this report the House of Delegates 
amended its Constitution providing for “inactive 
membership,” which was accepted by the House. 
Also provisions were made for “interne member- 
ship” in the State Society. Also amendments to 
the By-Laws were made providing that every 
member of the State Society be furnished with 
a copy of the amendments to the Charter, Con- 
stitution and By-Laws within sixty days after 
they are passed by the House of Delegates. Also 
that the Charter, Constitution and By-Laws of 
the State Society be reprinted. 


The individual Councilors reported the activi- 
ties in their districts. 


The various standing and special committees 
of the Society submitted their reports covering 
their activities during the past year, which were 
adopted by the House of Delegates. The valu- 
able and extensive report of the Louisiana State 
Board of Medical Examiners was submitted and 
approved. 


The House of Delegates took cognizance of the 
Fraternal Delegates from the State of Texas, 
Dr. D. S. Weir, and from the State of Mississipi, 
Dr. L. S. Lippincott.- The House of Delegates 
was honored by the presence of these Fraternal 
Delegates, and the Louisiana State Medical So- 
ciety highly appreciates the representative phy- 
sicians which the State Medical Societies of Texas 
and Mississippi have so kindly sent us. Cordial 
invitations were received from these Fraternal 
Delegates inviting the members of the Louisiana 
State Medical Society to attend their respective 
meetings this year. 


The House of Delegates also received valuable 
reports from our Fraternal Delegate, Dr. J. H. 
Musser, to the Mississippi State Medical Associa- 
tion, and from Dr. Allan Eustis, Fraternal Dele- 
gate to the Texas State Medical Association. 

Various communications were presented and 
received by the House of Delegates. 

The question of securing indemnity insuran7’e 
from commercial insurance companies was con- 
sidered by the House of Delegates, and further 
time was given for the receiving of bids and 
other details concerning its final completion. 

An amendment to the Constitution providing 
for an Advisory Body to the House of Delegates 
composed of Ex-Presidents was adopted. 


Resolutions were offered by Dr. Fred J. Mayer 
reaffirming the position of the Louisiana State 
Medical Society as to the necessity of tick eradi- 
cation in this State both from a hygienic and 
economic viewpoint. 
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A resolution was adopted providing for the 
distribution of a suitable emblem to our various 
Ex-Presidents in appreciation of their services and 
in token of the esteem of their fellow workers, 
and a Committee was appointed to arrange for 
the presentation of same at the 1932 meeting; 
and also that it would be an annual custom in the 
succeeding years for the retiring president to 
receive this official emblem. 


Upon recommendation by the Council, the 
House of Delegates elected Dr. Aristedes Agra- 
monte as an Honorary Member of the Louisiana 
State Medical Society. 


Suitable resolutions were passed opposing the 
indescriminate advertising of special foods and 
diets and vitamins throughout our State and 
country. 


Owing’ to the unfortunate illness of Dr. B. 
A. Ledbetter, upon recommendation of the Com- 
mittee on Public Policy and Legislation, he was 
made an honorary member of this Committee, 
and appropriate recognition was made by the 
House of Delegates of his long and faithful serv- 
ice on this Committee. 


The House of Delegates took official recogni- 
tion of the mariahuana menace, and it was sug- 
gested that the official delegates of the State 
Medical Society to the American Medical Associa- 
tion take this matter up with the House of Dele- 
gates of the American Medical Association. A 
Committee was appointed to look into this matter. 


The House of Delegates appointed a Commit- 
tee to supervise the editing and printing of the 
Charter, Constitution and By-Laws. 


The Committee on Resolutions begs to report 
that the Louisiana State Medical Society expresses 
its high appreciation and thanks to the following 
to-wit: 

To Dr. Emmett Irwin, President, and the mem- 
bers of the Orleans Parish Medical Society, hosts 
in this auspicious meeting. 


To Dr. Foster M. Johns, Chairman of the Com- 
mittee on Arrangements, and to the Chairmen 
and Sub-Committees for their indefatigable labors 
in making this Convention one of the most suc- 
cessful in the history of the Society. 

To Mrs. Joseph Hume, Chairman of the Com- 
mittee on Ladies ’ Entertainment, and to the 
Chairmen of the Sub-Committees for their ele- 
gant entertainment of the visiting ladies. 

To President Dinwiddie and Dean Bass of the 
Medical Department of Tulane University for the 
use of the offices and Auditorium of the Hutchin- 
son Memorial, and for their sumptuous luncheon. 

To Dr. Arthur Vidrine, Dean of the Louisiana 
State University Medical School, and Superinten- 
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dent of Charity Hospital, and his staff, for their 
splendid luncheon. 


To Sister Mary Agnes, Mother Superior, and 
the Sisters of Charity of Hotel Dieu for their 
elegant luncheon. 


To the Retiring President, Dr. Hermann B. 
Gessner, in appreciation of his able, tactful and 
brilliant administration. 


To Dr. P. T. Talbot, Secretary-Treasurer of the 
State Society, for the fine manner in which he 
has conducted the affairs of his office, evidenced 
by the outstanding progress manifested in the 
affairs of the Society and in the high character 
of the scientific program. 


To Miss Mary Crossen, Assistant Secretary- 
Treasurer, and Miss Shirley Osborne of the Lou- 
isiana State Medical Society, and Miss Lucille 
Maier of the Orleans Parish Medical Society, for 
their devotion to duty and interest in the dis- 
charge of their duties. 


To Dr. J. J. Ayo, Chairman of the House of 
Delegates, for the expeditious and impartial rul- 
ings that greatly facilitated the sessions of the 
House of Delegates. 

To Mr. H. S. Jacobs, Manager of the Jung 
Hotel, for the use of their elegant hotel as head- 
quarters of the Convention, and to all other 
hotels that gave reduced rates to the delegates. 

To the Metairie Golf Club for the courtesies 
of their Club. 

To the Baptist Hospital, Hotel Dieu, Touro and 
Marine Hospitals for tender to members of their 
clinical facilities. 

To Dr. Felix J. Underwood, Executive Officer 
of the Mississippi State Board of Health. 

To Dr. Chas. Geschickter of Johns Hopkins. 

To Dr. Rufus Harris, Dean of the College of 
Law of Tulane University. 

To Dr. Walter T. Dannruether of the 
York Post-Graduate School. 

To Dr. C. F. Dixon of Mayo Clinic, for their 
participation in the program. 

To Dr. L. J. Menville, Chairman of the Scien- 
tific Exhibits and to all the scientific exhibitors 
for their splendid exhibits. 

To Dr. Rudolph Matas for his unique exhibit 
of ancient medical art. 

To Dr. D. S. Weir of Beaumont, Texas, Fra- 
ternal Delegate of the Texas State Medical Asso- 
ciation. 


New 


Dr. Leon S. Lippincott of Vicksburg Mississippi, 
Fraternal Delegate of the Mississippi State Medi- 
cal Association. 


To the New Orleans Press. 
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The House of Delegates selected Lake Charles 
as their next place of meeting in 1932, and the 
dates to be determined later by the Executive 
Committee. d 

Dr. J. J. Ayo of Raceland was re-elected as 
Speaker of the House of Delegates. 

The following officers, being duly nominated, 
were elected: 

President—Dr. S. C. Barrow, Shreveport. 

President-Elect—Dr. Roy B. Harrison, New 
Orleans. 

First Vice-President—Dr. D. I. Hirsch, Monroe. 

Sccond Vice-President—Dr. J. T. Nix, New 
Orleans. 

Third Vice-President—Dr. C. E. Hamilton, La- 
fayette. 

Councilors: 

Third Congressional District—Dr. C. C. De- 
Gravelles, Morgan City. 

Sixth Congressional District—Dr. J. H. Slaugh- 
ter, Bogalusa. 

Seventh Congressional District—Dr. D. C. Iles, 
Lake Charles. 

Eighth Congressional District—Dr. J. H. Lan- 
drum, Alexandria. 


Committees: 


Committee on Scientific Work—Dr. P. T. Tal- 
bot, Chairman, New Orleans; Dr. R. G. Douglas, 
Shreveport; Dr. A. E. Fossier, New Orleans. 

Committee on Medical Defense—Dr. Henry 
Daspit, New Orleans, for a term of three years. 

Committee on Hospitals—Dr. Charles Chas- 
saignac, Chairman; New Orleans; Dr. J. L. Scales, 
Shreveport; Dr. O. P. Daly, Lafayette; Dr. C. P. 
Gray, Monroe; Dr. A. J. Comeaux, Youngsville. 

Committee on Health and Public Instruction— 
Dr. W. H. Seemann, Chairman, New Orleans; Dr. 
F. R. Gomila, New Orleans; Dr. G. M. G. Stafford, 
Alexandria; Dr. J. Q. Graves, Monroe; Dr. J. K. 
Griffith, Slidell. 

Committee on Journal—Dr. H. W. Kostmayer 
and Dr. S. M. Blackshear of New Orleans; each 
for a term of three years. 

Delegate to the American Medical Association 
—J. Q. Graves of Monroe. 

Alternate to the American Medical Association 
—Dr. J. B. Vaughan, Monroe. 


Respectfully submitted, 


P. T. Talbot, M. D., 
Secretary-Treaurer. 


LOUISIANA PEDIATRIC SOCIETY. 
Minutes of Meeting, April 13, 1931. 
The annual meeting of the Society was held 
at the Hutchinson Memorial Building, New Or- 
leans-with Dr. Robert A. Strong presiding. 


The following members were present: Drs. 
Bailey, Rena Crawford, DeBuys, DeVerges, Grau- 
barth, Loeber, Lorio, Lucas, Naef, Picard, Sig- 
norelli, Schaefer, Socola, Strong, Roberts, von 
Meysenburg, Williams, Williamson, and de la 
Houssaye. 


Among the distinguished visitors present were: 
Dr. E. C. Mitchell of Memphis, Dr. Gegenbacher 
of Denver, Dr. E. Semmes of Memphis; Drs. M. 
P. H. Bouden, E. Samuels, Duffy, Anderson of 
New Orleans. 


The scientific program consisted of the follow- 
ing papers: 

1. ‘“Post-Encephalitic Epilepsy in Childhood 
With a Report of Two Cases” by Dr. Emile Naef, 
Baton Rouge. Discussed by Drs. E. A. Socola, 
J. Graubarth, Semmes, Anderson, Gegenbacher, 
and Mitchell. 


2. “Imbalance of the Sympathetic and Para- 
Sympathetic Systems as a Cause of Megacolon 
and Related Conditions with Report of a Case” 
by Dr. Edward Clay Mitchell and Dr. Eustace 
Semmes, Memphis. Discussed by Drs. John Sig- 
norelli, L. R. DeBuys, and Alton Ochsner. 


3. “Diagnosis of Tuberculosis in Infants and 
Children” by Dr. Roy E. de la Houssaye, New 
Orleans. Discussed by Dr. E. T. Samuels. 


4. “Case Report” by Dr. Carol Lorio, Baton 
Rouge, La. Discussed by Dr. Rena Crawford and 
Dr. Gegenbacher. 

5. “Use of Sodium Bromide in Cases of Re- 
duction of Fehling’s not due to Diabetes Melli- 
tus” by Dr. Maud Loeber, New Orleans. Discussed 
by Dr. Picard. 

6. ‘“‘Gonorrheal Urethritis with Epididymitis” 
by Dr. C. T. Williams, New Orleans. Discussed 
by Dr. Loria. 

The Business Session was then held, and the 
following officers elected: 

President, Dr. R. T. Lucas, Shreveport, La. 

Vice-President, Dr. John Signorelli, New Or- 
leans, La. 

Secretary-Treasurer, Dr. Suzanne Schaefer, 
New Orleans, La. 


The meeting was then adjourned. 


EAST AND WEST FELICIANA BI-PARISH 
MEDICAL SOCIETY. 

The Bi-Parish Medical Society met in the East 
Louisiana State Hospital. After a most excel- 
lent banquet, the Society retired to the Staff 
Room for the scientific program. Dr. C. W. Mat- 
tingly read a most excellent paper on “The Dif- 
ferential Diagnosis and Treatment of Acute Ap- 
pendicitis.” The Society by a vote asked that the 
paper of Dr. Mattingly be published in the New 
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Orleans Medical and Surgical Journal. Dr. H. 
R. Unsworth read a most interesting and timely 
paper on “The Relationship of Pelvic Disorders 
to Mental Disturbances.” Dr. L. A. LeDoux dis- 
cussed this paper in a learned way. The paper 
by Dr. Unsworth and the discussion by Dr. Le- 
Doux was very greatly appreciated by the physi- 
cians present. A vote of thanks was extended to 
Drs. Unworth and LeDoux. Drs. Mattingly, 
Unsworth and LeDoux were elected honorary 
members of our Society. Society adjourned to 
meet first Wednesday in June, 7:30 p. m., with 
Drs. Glenn J. Smith and Staff. 


E. M. Toler, Secretary. 


NEWS ITEMS. 

Governor Huey Long has appointed Dr. L. Ro- 
land Young a member of the State Board of 
Health from the Sixth District. He now holds 
the position of City Health Officer of Covington, 
and last year was President of the Parish Medical 
Society. 


Prof. Ben R. Heninger, of the Graduate School 
of Medicine of The Tulane University of Lou- 
isiana, addressed the meeting of the Surgeons of 
the Gulf, Mobile and Northern Railroad at Mo- 
bile, Ala., March 27, 1931, on “Hypertension.” 


Dr. F. F. Young of the New Fenwick Sanitar- 
ium, Covington, has recently been appointed 
President of the Sixth District Medical Society. 
Dr. Young is an active participant in Medical 
Society doings. He has always been a regular 
attendant and enthusiastic booster of the Sixth 
District Medical Society. During the past month 
at the meeting of the Tri-State Medical Society 
in Shreveport he read a paper on “Alcoholic 
Inebriety as Compared to Drug Inebriety,” and 
at the meeting of the Louisiana State Hospital 
Association at Baton Rouge a paper on ‘“Hospi- 
talization of Patients.” 


At a meeting of the Railway Surgeons of the 
Alabama State Medical Society held in Birming- 
ham, April 22 to April 25, Dr. E. Denegre Martin, 
Professor of Surgery with the Graduate School 
of Medicine of The Tulane University of Louisi- 
ana, read a paper on “Fractures of Bones of 
the Hand.” 


THE WOMAN’S AUXILIARY OF THE 
AMERICAN MEDICAL ASSOCIATION. 
Mrs. C. W. Garrison, Organizing Chairman of 
the Southern District, writes concerning the vari- 
ous States in the South. She has this to say about 
the State of Louisiana and the State of Mis- 
sissippi. 


Medical Society 821 


“Louisiana reports only two parishes organized. 
Taking into consideration the fact that one of 
these two auxiliaries has a greater enrollment 
than have some whole states makes us feel that 
Louisiana will not be far behind in the number 
of parishes when her final report of accounting 
comes in. She is not lacking in interest in any 
direction because the president of the State Aux- 
iliary, Mrs. Herold, is of the type who says “We 
will.” 


“Mississippi reported four auxiliaries last year, 
and again we are able to speak with assurance 
of our expectations from this state. The presi- 
dent of the State Auxiliary attended the meeting 
in Detroit and returned to her state carrying with 
her additional enthusiasm and determination to 
gather into the fold more county organizations. 
This dream will come true. Mrs. Polk was the 
first to respond to our first circular letter. She 
has the approval and encouragement of the medi- 
cal men of her state to go forward.” 


The program of the meeting of the Woman’s 
Auxiliary, which will be held at the time of the 
American Medical Association, is very interesting. 
It includes not only social activities such as 
luncheons, trips to Valley Force, boat trips on 
the Delaware and so on, but also short round 
table meetings practically every day. The social 
program is so interesting, and the scientific pro- 
gram so stimulating, that the wives of the doc- 
tors of this state who plan to attend the Ameri- 
can Medical Association should insist upon going 
along with their husbands in order to participate 
in this meeting. 


CLINICS IN ENGLISH IN PARIS. 

During the months of June and July, 1931, 
there will be conducted under the auspices of 
the Association for the Development of Medical 
Relations at the University of Paris a series of 
clinics given in English. These clinics include 
such subjects as Surgery of the Digestive Tract 
and Liver, Pediatrics, twelve clinics on Surgery 
of the Ear, Nose and Throat, General Surgery 
of the Eye, ten on Mental Diseases, six on Neu- 
rology, six on Diseases of the Chest, and a series 
of biologic problems. For those physicians who 
may be interested in these clinics, additional in- 
formation is on file in this office. 


INFECTIOUS DISEASES IN LOUISIANA. 

The United States Public Health Service, col- 
laborating with Dr. J. A. O’Hara of the State 
of Louisiana, has reported on morbidity rate of 
the contagious and infectious diseases in the 
State of Louisiana. For the week ending March 
21, there were reported 19 cases of disphtheria, 
34 of influenza, 38 of measles, 46 of tuberculosis, 
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100 of syphilis. Five cases of typhoid fever were 
reported, and 24 cases of small-pox. For the week 
ending March 28, 20 cases of chicken-pox were re- 
ported, 54 cases of pneumonia, 26 cases of small- 
pox, 20 of scarlet fever, and 13 of diphtheria. Six- 
teen of the 26 cases of small-pox originated in New 
Orleans. For the week ending April 4, there were 
23 cases of chicken-pox, 22 of diphtheria, 48 of 
influenza, 46 of pneumonia, 25 of tuberculosis, 
18 of scarlet fever, 6 of syphilis (as contrasted 
with 108 of the corresponding week of last year), 
and 28 cases of small-pox, 18 of which were re- 
ported from Orleans Parish. There were 3 cases 
of typhoid fever reported and 2 cases of menin- 
gitis. For the week ending April 11, the pneu- 
monia cases jumped up to 62, syphilis had in- 
creased to 77 and small-pox to 40 cases, 20 of 
which were in the City of New Orleans. The 
other reportable diseases showed very little 


changes from the preceding weeks. 


WEEKLY HEALTH INDEX OF NEW ORLEANS. 


During the week ending March 14, the death 
rate in the City of New Orleans was 17.5. There 
was a total of 157 deaths, 96 in the white popu- 
lation and 61 in the colored. The death rate 
for the year up to this time is 19.9. For the 
week ending March 28, there occurred in the 
City 168 deaths, 105 white and 63 colored, giv- 
ing a death rate of 18.7. Fourteen of these 
deaths were in children under one year of age. 
During the corresponding week of 1930 the death 
rate was 17.3 


The week ending April 4 saw a slight decreas2 
in the death rate in the City. This was 18, as a 
result of 161 deaths of 97 white and 64 colored, 
with 19 deaths in children under one year of 
age. During the corresponding week of 1930 
the death rate was exactly the same. For the 
week which ended April 11, there was a slight 
decrease in the number of deaths in the City, 83 
white dying and 77 colored, with 20 children 
under one year of age dying, giving a death rate 
of 17.8, considerably under the corresponding 
week of 1930. 


NOTICE OF MEETINGS. 


A scientific session of the American Heart 
Association will be held on Tuesday, June 9, 1931, 
at the Pennsylvania Hotel in Philadelphia. This 
meeting immediately proceeds the American Med- 
ical Association Meeting in Philadelphia which 
starts the day following. 


The Third Pan American Medical Congress will 
meet in the City of Mexico July 26-31, under 
the auspices of the Department of Public Health 
of the Governments of the United States of 
Mexico. 
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The Cook County Hospital, under the auspices 
of the Chicago Medical Society, will hold the 
Annual Post Graduate Summer Clinic from June 
22 to July 23. Meetings start at 8:00 o’clock 
in the morning and are finished at 5:00 o’clock 
in the afternoon. 


The Sixtieth Annual Meeting of the American 
Public Health Association will be held in Mon- 
treal, Quebec, September 14-17. The Windsor 
Hotel will be headquarters. 


The Thirty-Second Annual Meeting of the 
American Proctologic Society will be held in 
Philadelphia June 7-9, with headquarters at the 
Bellevue-Stratford Hotel. 


UNITED STATES CIVIL SERVICE 
EXAMINATIONS. 

The United States Civil Service Commission an- 
nounces the need of a physician qualified in tuber- 
culosis to work in the Regional Office of the 
United States Veterans Administration at Dal- 
las, Texas. 


An open competitive examination will be held 
for the position of Medical Officer, Associate 
Medical Officer, and Assistant Medical Officer. 
Applications for these positions should be in the 
hands of the United States Civil Service Commis- 
sion in Washington: before June 30, 1931. 


CORRESPONDENCE. 


St. Joseph, Mo., March 30, 1931. 
To the Editor: 


On February 23, this year, a solicitor victim- 
ized a number of physicians in St. Joseph. His 
plan was to solicit subscriptions to Harpers and 
other magazines and to offer sets of books as 
premiums. The subscription blank called for 
payment of $9.70 in ninety days. He was sup- 
plied with blanks, samples of binding and every- 
thing to indicate that he was a bona fide maga- 
zine salesman. 

After he had secured the signature on the sub- 
scricttion blank, he explained in an indifferent 
manner that if the subscriber cared to pay cash, 
or by check, there was a discount of $1.00, and 
the check could be made payable to “Harper 
Brothers Publishing Co.,’”’ the name printed on 
the subscription blank. The doctors “fell for 
it? and the next day he cashed the checks at a 
local bank and departed. He used the name T. 
T. McLean while here but has also used the name 
Leroy Dale. 

Correspondence with the National Publishers 
Association, 15 West 37th St., New York, indi- 
cates that this person has been defrauding phy- 
sicians in the Middle West for several months. 

E. J. Goodwin, M. D. 














MISSISSIPPI STATE MEDICAL ASSOCIATION NEWS 


L. S. Lippincott, Editor 


H. L. Rush, Associate Editor 
DR. E. F. HOWARD 


Born May 31, 1874. B. S., University of the 
South, 1894; K. A. fraternity; M. D., Tulane, 
1897; practice limited 
1916; Medical Corps, 


to oto-laryngology since 


D. W. Jones, Associate Editor 


the nation to which it is entitled, this careless- 
ness must stop. 

Every member of the House should make it his 
business to be present when the House convenes, 
prepared to devote sufficient time and attention 
to its affairs to make 





U. S. Army, August 
1, 1917, to Dec. 10, 
10, 1918; Chief, Avi- 
ation Examining Unit, 
Camp Logan, Texas; 
Chief, Department of 
Oto-Laryngology, Base 
Hospital, Camp Logan; 
Officer, 
Base No. 
130; Issaquena - Shar- 


Commanding 
Hospital, 


key-Warren Counties 
Medical Society, Mis- 
sissippi State Medical 
Association, American 
Medical Association, 
Academy of Ophthal- 
mology and Oto-Laryn- 
gology, Certified by 
the American Board 
of Oto- Laryngology, 
1927; wife, two chil- 
dren, two grand-chil- 
dren—“one of the last 
being the most beauti- 
ful woman in the 
world.” 


The House of Delegates will convene in the 
Assembly Hall of the Edwards House, Jackson, 
Tuesday, May 12, at 8 A. M. 
usual amount of business to transact, and not too 


It will have un- 


much time in which to do it. 


For several years past, the House has not taken 
sufficient time to do jt’s work properly, and as a 
result a great deal of it has been neglected. From 
this there has developed a carelessness and lack 
of attention to details that has handicapped the 
development of the Association very materially. 


Last year the House was in session, altogether, 
only about four or five hours, and, the most im- 
portant feature of it’s work, the fundamental 
matter of organization of the profession, was not 
even mentioned. If the Association is ever to 
occupy that place in the affairs of the state and 
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FROM OUR PRESIDENT. 


the 
while. 


meeting worth 
Every delegate 
should remember that 
he“ is the chosen 
spokesman for his 
county, a position of 
no little responsibility, 
and it is his duty to 
see that his county 
is represented at 
every meeting of the 
House. For him to 
do less than that is to 
fail in his duty to his 
fellow members. 
E. F. Howard. 


TENTATIVE 
PROGRAM MISSIS- 
SIPPI STATE MED- 

ICAL ASSOCIA- 
TION 
Jackson, May 12-14, 
1931 


MEDICINE 
Tuesday, May 12 
1. Chairman’s Ad- 

dress—W. H. Ander- 
son, Booneville. 


2. Intravenous Therapy—R. M. Adams, Ripley. 
Discussion to be opened by E. R. Burns, 
R. B. Cunningham and G. A. Brown. 


38. Address—E. H. Cary, Dallas, Texas. 


4. Hypertension—T. R. Beech, Ellisville. 
Discussion to be opened by W. C. Chaney, 
T. E. Wilson and H. G. McCormick. 


5. Heart Disease—Thos. M. McMillan, Phila- 
phia, Pa. 


6. History Taking—A. H. Little, Oxford. 
Discussion to be opened by O. W. Bethea, 
C. M. Speck and L. J. Clark. 


7. The Treatment of Pneumonia—E. L. 
Walker, Magee. 
Discussion to be opened by C. C. High- 
tower, D. T. Langston and G. W. F. 
Rembert. 
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The Use of Iodine in the Treatment of 

Goitre—E.. R. Nobles, Rosedale. 

Discussion to be opened by Whitman Row- 
land, A. G. Payne and J. E. Furr. 


The Home Treatment of Tuberculosis— 
W. A. Toomer, Tupelo. 

Discussion to be opened by Leonard Hart, 
B. B. O’Mara and May F. Jones. 


PusLic MEETING 
Invocation. 


Address of welcome. 


Response—Dr. J. C. Culley, Oxford, Presi- 
dent-elect. 


In Memoriam—Dr. J. S. Ullman, Natchez, 
Historian- 


President’s Address — Organization — Dr. 
E. F. Howard, Vicksburg. 


Oration—State Medicine—Dr. J. B. Bullitt, 
Chapel Hill, N. C. 


GENERAL SESSION 


Eye, Ear, Nose and Throat 


Industrial Eye Injuries—James Stanford, 

Memphis, Tenn. 

Discussion to be opened by A. G. Wilde and 
M. H. Bell. 


Allergic Diseases—John P. Henry, Mem- 

phis, Tenn. 

Discussion to be opened by B. S. Guyton and 
J. C. Pegues. 


WEDNESDAY, May 13 
Eye, Ear, Nose and Throat 
Chairman’s Address—L. S. Gaudet, Natchez. 


Treatment of Execretory Portion of Lach- 

rymal Apparatus—W. S. Sims, Jackson. 

Discussion to be opened by W. A. Stevens 
and H. L. Arnold. 


Gastro-Intestinal Disturbances in Infants 
Caused from Middle Ear and Mastoid 
Diseases—R. E. Anderson, Jackson. 

Discussion to be opened by Edley H. Jones 
and J. C. Walker. 


Symposium—Sinus Diseases and Their Re- 
lation to Eye Disturbances: 


. Etiology and Diagnosis of Sinus Dis- 
eases Complicated by Eye Disturbances— 
W. S. Harper, Laurel. 


. Medical Treatment of Sinus Diseases 
Complicated by Eye Disturbances—J. C. 
Adams, Greenwood. 


. Surgical Treatment of Sinus Diseases 
Complicated by Eye Disturbances—Fern 
Champenois, Hattiesburg. 


. Eye Symptoms and Changes Resulting 
from Sinus Diseases and Treatment— 
C. C. Buchanan, Hattiesburg. 

Joint Discussion to be opened by E. L. 
Wilkins, Robin Harris and D. W. 
Hamrick. 


Radiology 


Chairman’s Address—George P. Sims, Gulf- 
port. 


Some Observations on Roentgenology of 

the Skull—B. H. Nicholas, Cleveland, Ohio. 

Discussion to be opened by G. E. Adkins 
and W. A. Dearman. 


Radium in the Treatment of Certain Dis- 

eases of the Uterus—J. W. Barksdale, 

Jackson. 

Discussion to be opened by E. C. Parker and 
T. P. Sparks, Jr. 


X-ray Examination of the Stomach—R. C. 

Finley, Greenville. 

Discussion to be opened by John Darrington 
and C. C. Hightower. 


X-ray Therapy of Inflammatory and Non- 

malignant Diseases—E. B. VanNess, Jack- 

son. 

Discussion to be opened by J. S. Ullman and 
A. G. Payne. 


Bronchography — V. M. Maxwell, Sana- 

torium. 

Discussion to be opened by S. F. Strain and 
V. B. Philpot. 


X-ray Treatment of Malignancies of the 

Skin—M. D. Ratcliff, McComb. 

Discussion to be opened by R. W. Hall and 
C. R. Stingily. 


Utero-Salpingography with Lipiodal Injec- 

tions—J. P. Wall, Jackson. 

Discussion to be opened by L. S. Lippincott 
and W. H. Anderson. 


THURSDAY, May 14 
Surgery 


Blood Transfusion—S,. E. Field, Centreville 
Discussion to be opened by G. Y. Gillespie, 
Jr., and W. D. McCalip. 


Phrenicectomy—J. W. Barksdale, Jackson, 

and Fred Strain, Sanatorium. 

Discussion to be opened by John Darrington 
and B. B. O’Mara. 
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The Selection of an Anesthetic Agent or 
Method—C. F. McCuskey, Rochester, Minn. 


The Recognition and Treatment of Certain 

Acute Abdominal Conditions—W. H. Par- 

sons, Vicksburg. 

Discussion to be opened by W. W. Crawford 
and H. A. Gamble. 


Paper—H. L. Rush and L. V. Rush, Meri- 

dian. 

Discussion to be opened by C. A. Sheely 
and M. A. Flynt. 


Congenital Biliary Obstruction, with Report 

of Case—H. C. McLeod, Hattiesburg. 

Discussion to be opened by W. R. Holladay 
and J. K. Oates. 


The Right Side of the Abdomen from a Sur- 

gical Standpoint—J. F. Armstrong, Jackson. 

Discussion to be opened by V. B. Philpot 
and G. A. Brown. 


The Technic and Indication for Spinal 

Anesthesia—J. G. Gardner, Columbia. 

Discussion to be opened by J. C. Culley and 
J. K. Avent. 


Esophageal and Gastric 

Gordin, Jackson. 

Discussion to be opened by A. Street and 
A. G. Payne. 


. The Importance of Prenatal Care—J. P. 

Evans, Gulfport. 

Discussion to be opened by A. P. Durfey 
and R. W. Burnett. 


Varices—A. E. 


. Verumontanitis: Its Relation tg Impotency 

L. R. Moseley, Jackson. 

Discussion to be opened by G. P. Sanderson 
and E. W. Holmes. 


Section of Hygiene and Public Health 


Chairman’s Address—Some of the Problems 

Challenging the Doctors and Health Officers 

in Mississippi—J. T. Googe, Meridian. 

Discussion to be opened by H. F. Garrison, 
Jackson. 


Surgery in the Prevention of Disease— 

T. E. Ross, Jr., Hattiesburg. 

Discussion to be opened by F. J. Under- 
wood, Jackson, and V. B. Philpot, 
Houston. 


Nutrition of School Children—F. G. Riley, 

Meridian. 

Discussion to be opened by L. W. Long, 
Jackson, and R. E. Wilson, Greenville. 


Syphilis and Its Treatment—King Wade, 
Hot Springs, Ark. 
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5. Cancer Control Program—P. W. Cox, Field 
Representative, American Society for Con- 
trol of Cancer, New York, N. Y. 


The Ideal Relationship of the Medical Prac- 
titioner and the Health Officer—L. L. 
Lumnsden, Medical Director, U. S. Public 
Health Service, New Orleans, La. 


A CORDIAL INVITATION. 


By direction of Dr. E. F. Howard, President 
of the Mississippi State Medical Association, a 
cordial invitation is extended to the officers and 
all members of the Louisiana, Tennessee, Arkan- 
sas, and Alabama Medical Societies to attend the 
meeting of the Mississippi State Medical Asso- 
ciation, May 12-14, in Jackson, Mississippi. We 
hope you will come. 


THE HOST SOCIETY. 


Dr. A. G. Wilde, Chairman, Committee on 
Arrangements, of the Central Medical Society for 
the meeting of the Mississippi State Medical 
Association at Jackson, on May 12, 13, and 14, 
says everything is “all set” for a great meeting. 
The Edwards House will be headquarters for the 
Association. The general sessions will be held in 
the Convention Hall on the second floor, and the 
several sections and committees will be provided 
for the same floor. Secretary’s desk and the ex- 
hibits will be in the mezzanine. Telegraph offices, 
special telephone booths, and special messengers 
will be available any minute, day or night. 


Dr. Willis Walley, Chairman of the Committee 
on Hospitals and Clinics, says that arrangements 
will be made for an all-day clinic on Monday, 
May 11, from 8 A. M. to 5 P. M., at each of the 
hospitals, at which medical and surgical cases of 
unusual interest will be demonstrated by the 
Jackson doctors and visitors. Any doctor in the 
State who has an unusual case of special interest 
may bring it along for exhibit. Also, one hour 
before the opening of the convention each morn- 
ing, clinics will be shown at all of the hospitals. 
This will not interfere with the sessions of the 
Association. 


Dr. H. F. Garrison, Chairman of the Reception 
Committee, says his committee will be on hand in 
full force, assisted by the ladies of the local 
Auxiliary, to extend a cordial welcome to every 
one and to look after their comforts. 


Dr. N. C. Womack, Chairman of the Finance 
Committee, says they have plans laid to take 
care of all expenses. There will be no general 
banquet this year, but several clubs and indi- 
vidual dinners are in prospect, and various 
entertainments for the ladies. 
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Johnnie Ware, Manager of the Edwards Hotel, 
says bring your wives—the latter as room guests 
of the hotel. The rates are $2.50 and $3.50 per 
day. Free parking space will be provided for 
guests of the hotel. Mr. Gandy, in charge of the 
cafe, says he will have the best of everything to 
eat at reasonable prices, any reasonable hours. 
Write for reservations. However, the Committee 
on Arrangements will look after you should the 
hotel be crowded. . 


Mayor Scott says he is always glad to welcome 
the doctors and will give them the “freedom of 
the city.” Chief Horton, of the traffic depart- 
ment, will instruct his men to overlook the time 
limit on cars bearing the M. D. emblem, and 
every courtesy will be extended to them. Ask 
them for any information as to traffic, etc. 


Mr. E. D. Kenna, President of the Jackson 
Chamber of Commerce, says: 


“It will be with pleasure and pride that the 
Jackson Chamber. of Commerce welcomes the 
Mississippi Medical Association at the Edwards 
Hotel in Jackson, May 12 to 14, 1931. 


“You will be agreeably surprised at the re- 
markable growth of the Capital City since your 
last meeting here. Many improvements have 
taken place in that short period of time. During 
the recreational hours of your convention, take 
time to inspect some of these improvements. 
View the new $850,000 court house, the municipal 
airport, with mail and passenger planes operating 
on a regular daily schedule, Livingston Park, the 
new State Insane Hospital now under construc- 
tion in Rankin County, near Jackson, and the 
many new office buildings, new streets, and new 
residences. 


“Arrangements have been made with the local 
committee by the Convention Bureau of the Cham- 
ber of Commerce to take every visiting doctor for 
a ride on Wednesday afternoon of the convention 
before the regular session. Special announce- 
ment of the exact hour will be made at your 
convention. In the course of the ride you will 
get an outside view of all the places mentioned 
above and many other older points of interest such 
as Belhaven College, Millsaps College, the new 
capitol, some beautiful churches and schools, the 
municipal stadium and lots of natural gas wells. 


“Jackson’s population has increased 111 per 
cent in the past ten years. It is now Mississippi’s 
largest city. The 1930 federal census gave the 
city an official population of 48,282. It is the 
eleventh city in the United States in the percent- 
age of gain for that period. As your capital city, 
Jackson extends to you a cordial welcome indi- 
vidually and collectively. 


“The Chamber of Commerce has offices on the 
ground floor of the Lamar Life Building. If we 
can be of any service to you during your meeting 
or before you come to Jackson, let us know. We 
will be glad to serve you in any way possible.” 


D. W. Jones. 


WOMEN’S AUXILIARY. 

The Annual Meeting of the Women’s Auxiliary 
of the Mississippi State Association will be held 
with the meeting of the Mississippi State Medical 
Association, at Jackson, May 12 to 14. Program 
as furnished by Mrs. S. W. Johnston, Vicksburg, 
Chairman of the Program Committee: 


Tuesday, May 12 
Registration at Edwards Hotel. 
11 A. M. Meeting of the Executive Board. 


12:30 P. M. Luncheon given to the Executive 
Board by Mrs. L. L. Polk, Purvis, President. 


3:30 P. M. Tea at the University Club, ten- 
dered to visiting ladies by Auxiliary members of 
Jackson. 


Wednesday, May 13. 
9:30 A. M. General session at Edwards Hotel. 


Invocation—Rev. H. M. King. 


Address of Weleome—Mrs. F. L. VanAlstine, 
Jackson. 


Response—Mrs. W. C. Pool, Cary. 
President’s address. 
Business and reports. 


Address—Dr. E. F. Howard, Vicksburg, Presi- 
dent, Mississippi State Medical Association. 


Address—Dr. John C. Culley, Oxford, Presi- 
dent-elect, Mississippi State Medical Association. 


Address—Mrs. S. A. Collum, Texarkana, Texas, 
President, Women’s Auxiliary, Southern Medical 
Association. 


1 P. M. Luncheon at the Mississipi State San- 
atorium, tendered by Dr. Henry Boswell, Director. 
Transportation will be furnished by the ladies of 
Jackson. 

Thursday, May 14. 


9 A. M. General session. Election of officers. 


The present officers of the Women’s Auxiliary 
are Mrs. L. L. Polk, Purvis, President; Mrs. G. D. 
Mason, Lumberton, President-elect; Mrs. A. 
Street, Vicksburg, First Vice-President; Mrs. 
W. C. Pool, Cary, Second Vice-President; Mrs. 
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Henry Boswell, Sanatorium, Recording Secretary; 
Mrs. E. C. Parker, Gulfport, Treasurer; Mrs. 
D. J. Williams, Gulfport, Parliamentarian. Coun- 
First district, M. L. Cockerham, Gunni- 


cilors: 
son; second district, Mrs. J. H. Wright, Her- 
nando; third district, Mrs. Jim Hill, Corinth; 


fourth district, Mrs. J. C. Culley, Oxford; fifth 
district, Mrs. H. L. McCalip, Yazoo City; sixth 
district, Mrs. W. G. Gill, Newton; seventh dis- 
trict, Mrs. C. C. Hightower, Hattiesburg; eighth 
district, Mrs. W. L. Little, Wesson; ninth district, 
Mrs. B. Z. Welch, Biloxi. State Chairmen: Mrs. 
Sidney Johnston, Vicksburg, Program; Mrs. D. J. 
Williams, Gulfport, Preventorium Fund; Mrs. 
Henry Boswell, Sanatorium, Publicity; Mrs. Ira 
Parsons, Jackson, Hygeia. 


SUGGESTIONS—PRELIMINARY REPORT. 

To Pres. E. F. Howard and Members of the 
Mississippi State Medical Association — Gen- 
tlemen: 


We, your committee appointed by the President 
to consider suggestions “for the good of the order,” 
after careful and extended study of these usages 
and with our knowledge of same gained from in- 
timate association with its workings, and with 
the many helpful suggestions from the President 
and other interested members of the Association, 
for which we wish to acknowledge our grateful 
thanks, -beg leave to submit for your consideration 
the following suggested changes in our Constitu- 
tion and By-Laws. We were mindful at all times 
of the danger in unwarranted meddling with a 
wise Constitution and By-Laws, but with the 
growth and progress of modern meditine, and in 
view of the changing conditions, we feel war- 
ranted in these suggestions: 


PROPOSED AMENDMENTS TO THE CONSTITUTION 


Art. I]]—After the word “county,” add “or 
Districts.” 


Art. IV—Sec. 2, delete “county”—in 3rd line. 


Art. VII—In 6th line after “President” add 
“President-Elect, three Vice-Presidents.” 


PROPOSED CHANGES IN By-LAWS 


Chap. 1]J—After Sec. 
sections: 


“Sec. 5. With the exception of the invited 
guest speaker, the essayist must be a member of 
the Association.” 


“Sec. 6. No name shall appear more than one 
time as an essayist or speaker at any one Annual 
Meeting on the printed program, nor more than 
once on the printed program of any one section 
to discuss a paper.” 


4 add the following 
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“See. 7. 


No name shall appear two (2) years 
in succession as an essayist before any one divis- 


ion of a section. This provision does not preclude 
volunteer papers.” 


Chap. IV—After Sec. 3 add: 


“The Committee on Scientific Work shall so 
arrange said program that no one section shall 
be given precedence over others two years in 
succession.” 


Chap. V—Sec. 3 add to end of Sec.: 


“But those ineligible to vote in the House of 
Delegates shall occupy a separate section of the 
hall.” 


Chap. VI—Sec. 2 after the word “President- 
elect” add: 


“Six names for Vice-President (Three to be 
elected). 


Three 
Three 
Three 
Three 
Three 
Three 


And such other officers to be elected.” 
Chap. VII—After the word “Duties” add: 


names for Secretary. 


names for Treasurer. 
names for Historian. 
for Historian. 
for Editor. 


names for each Councilor to be elected. 


names 


names 


“in promoting the welfare of the Association 
and the profession in the State.” 


Chap. VII—Add: “Sec. 6. The Editor may 
with the assistance of the President of the various 
component societies appoint local or county re- 
porters, whose duty it shall be to compile history, 
and report news and interesting happenings to 
the state editor each month.” 


Chap. IX—Sec. 1. Add: “Committee on Con- 
stitution and By-Laws of three members to be 
appointed by the President, one for one_year, one 
for two years, and one for three years, thereafter 
one each year for three years.” 


Sec. 8, line 3, after word “the” change to read: 
“recognition of etc.” 


Line 8, after the word “year” add “but his term 
of office shall expire with the session, and elected 
as other officers are.” 


Chap. X—Sec. 1. At end of section add: 


“The state Secretary shall send to each mem- 
ber a membership card.” 


Chap. XIII—Sec. 12 line 12, after words “sent 
in” add: 
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“And he shall remit promptly thereafter all 
dues as paid in to him by members giving date 
of payment.” 


Chap. XV—Line 4—Change “April” to read 
“February.” es 


PROPOSED SUGGESTIONS FOR CONTENTS OF THE 
TRANSACTIONS OF THE MISSISSIPPI STATE. 
MEDICAL ASSOCIATION. 

oe 
The Transactions shall contain 
1. List of Officers, 
Committees. 


“= 
Section Chairmen and 


A page or pages devoted to obituaries. 
Minutes of the General Sessions. 
Minutes of the House of Delegates. 


} 
President’s Address. 


| 
Minutes of the Women’s Auxiliary. 


Roll of Members. 


Registration of attending Members, Guests, 
and Members and Guests of Women’s 
Auxiliary. 

“a 


* Sm 

For the greater improvement in our organiza- 

tion, we would further emphasize the following— 
that 


9. Constitution and By-Laws. 


1. The roll call should include All members of 
the House of Delegates present—not “a quorum” 
or “so many”—give names, 


— 


2. Cards of membership to be issued by the 
State Secretary. This will identify members 
anywhere. And colored badges in Association 
Meetings would distinguish members, thus assist- 
ing the presiding officer. 


3. Members of the House of Delegates when 
in session occupy a separate section of the hall, 
thus facilitating matters. 


4. More time be allotted to the House of Dele- 
gates for its deliberations, say at least one and 
one-half to two hours. That the General Sessions 
begin at 10 A. M. on the first and second days 
of session. 


5. The Nominating Committee shall make a 
ticket of candidates as follows: Three for Presi- 
dent-elect, 6 for Vice-President (3 to be elected), 
3 for Treasurer, 3 for Secretary, 3 for Historian, 
3 for Editor, 3 for Councilor in each vacancy, 
and 8 for any other officers to be elected at a 
session. This method will preclude the possibility 
of any machine or steamer roller processes in the 
election of any officer, and will give to the House 
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of Delegates its rightful privileges in choosing 
its officers. Our present method delegates too 
much power to the nominating committee, This 
does not prevent nominations from the floor. 


6. The term of office of members of the Board 
of Finance shall expire with the session, and 
their successors shall be nominated and elected as 
other officers, thus causing no hitch in the de- 
spatch of their duties. 


7. No section shall be given precedence over 
others on program two years in succession. The 
Committee on Scientific Work can arrange this so 
that minor sections will not get major places. 


(The State B. of H. holds an annual two-day 
meeting of all Health Officers, State, District, 
County, Municipal and U. S. P. H. S., which all 
interested may attend, thereby lessening the neces- 
sity of giving the section on P. H. and Hygiene 
more space.) 


8. We suggest that programs be kept well 
within the limit as to members on each section. 
That chairmen of sections in getting essayists be 
sure to cover each division of his section, e. f., 
Surgery, Gynecology, Obstetrics, E. E. N. and 
T., ete., this will increase interest. That more 
time be given related subjects. Call time promptly. 
Too prolonged sessions are depressing and lessen 
interest. 


9. That County and District Secretaries for- 
ward all dues promptly on collection to the State 
Secretary and that he, the State Secretary, remit 
with equal promptness to the Treasurer, and that 
the Treasurer put same on time deposit, thereby 
earning interest on funds. 


10. That our relations with the A. M. A. 
should be closer. To that end we suggest that 
an allowance be made out of the Treasury to pay 
in part, at least, the expense of the delegate 
attending, thus relieving his burden of expense 
incurred by his previous expense in being 
president. 


11. Make expense account available when 
needed to pay legislation or other committee ex- 
penses and obviate the embarrassment of their 
carrying such on their own account since they 
serve without pay, e. g., Dr. Underwood had to 
carry $250.00 of his own money from March to 
June. This should not be. 


12. Should change date of lapse of member- 
ship from April 1 to February 1,-.to conform to 
the fiscal year of Secretary’s report. 


a 
W. H. Frizell, 
J. S. Ullman, 
S. W. Johnston, 
Committee. 














TO ALL MEMBERS OF THE MISSISSIPPI 
HOSPITAL ASSOCIATION: 

Having learned that your meeting will be held 
in Jackson, May 13, at which time the Mississippi 
State Medical Association will be in session, it 
gives me great pleasure to invite you to visit us 
whenever your own meetings do not offer a coun- 
ter attraction. 


Particularly let me call your attention to our 
evening meeting of May 12, when our invited 
guest-orator, Dr. J. B. Bullitt of the University 
of North Carolina, will speak on “State Medicine,” 
a subject that cannot but be of interest to all 
hospital men. 

Cordially yours, 


E. F. Howard, 
President, State Medical Association. 


MISSISSIPPI HOSPITAL ASSOCIATION. 

The Mississippi Hospital Association is delight- 
ed to meet with the State Medical Association 
in Jackson on Wednesday, May 13. 


Through the co-operation of your President, 
Dr. E. F. Howard, your Secretary, Dr. T. M. Dye, 
and the Committee of the Central Medical Society 
on Arrangements, Chairman, Dr. A. G. Wilde, this 
meeting is made possible. We are deeply appre- 
ciative of their aid and council. 


We feel that our program has been so arranged 
that every doctor will find not only a greater por- 
tion of the day spent with the hospital group to 
be profitable but indeed pleasant. 


You will please notice that our speakers are 
principally of the medical profession. We are 
indeed happy to be able to present to you Mr. 
Robert Jolly, Superintendent of the Baptist Hos- 
pital, Houston, Texas. Mr. Jolly is not only a 
thorough and well balanced hospital executive, 
but the generator of good clean comedy. This 
man is perhaps more in demand for association 
leadership than any hospital person in America. 


The evening will find us in a banquet which 
begins at 6:30. Our toastmaster will be Dr. 
Felix J. Underwood; the speakers Mr. Robert 
Jolly, Dr. E. F. Howard, and Hon. Hugh White, 
Columbia. 


Any epicurean who attends our banquet will 
tell you that if you miss it you have deprived 
yourself of one of the most delightful arrays of 
food served at any association gathering. 


Kindly send in your reservations at once with 
$1.00 attached, to W. Hamilton Crawford, Hat- 
tiesburg, Miss. 

W. Hamilton Crawford, 
For the Mississippi Hospital Association. 
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PROGRAM. 


Wednesday Morning, May 13 
8:00 A. M.—Registration. 


9:00 A. M.—Meeting called to order by the Presi- 
dent, Mr. Wayne Alliston, Superin- 
tendent, Mississippi Baptist Hos- 


pital, Jackson. 


© 


:05 A. M.—Invocation. 
:10 A. M.—Roll call of the hospitals. 


:15 A. M.—Reading of the minutes—Dr. J. K. 
Avent, Gren- 
ada General Hospital, Grenada. 


o © 


Secretary-Treasurer, 


M.—Announcements—W. Hamilton 
Crawford, Superintendent, South 
Mississippi Infirmary, Hattiesburg. 


9:20 A. 


9:30 A. M.—Unfinished business. 

9:35 A. M.—Reports of committees. 

9:40 A. M.—New business. 

9:50 A. M.—Address by the President. 
10:15 A. M.—A suggested program for 1931-32— 


Leon S. Lippincott, M. )., Vicksburg 
Sanitarium & Crawford Street Hos- 
pital, Vicksburg. 


10:30 A.M.—Problems of the Small Hospital— 
W. OD. Barker, Superintendent, 
Noyes Baptist Hospital, St. Joseph, 
Mo. 


10:50 A. M.— Revenue and costs: 


(a) How shall we plan to meet de- 
ficits in operation of hospitals? 

(b) What are the best ways and 
means to create and increase endow- 
ment? 


(c) Is it ethical and legitimate for 
a hospital to have accessory sources 
of revenue in addition to receipts 
from patients, special departments, 
and endowments? 


(d) What economics can hospitals 
put into effect to increase revenue? 
Mr. Robert Jolly, Superintendent, 
Baptist Hospital, Houston, Texas. 


11:20 A. M.—The Graduate Nurse vs. the Student 
Nurse in Small Hospitals—Miss 
Charlotte Lewis, Superintendent of 
Nurses, South Mississippi Infirmary, 
Hattiesburg. 


11:40 A. M.—Recess. 
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-M.—Lunch at Mississippi Baptist Hos- 
pital. 


Afternoon. 


. M.—Food Service to Bed Patients.—Mrs. 
Wayne Alliston, Jackson. 


. M.—The Inside Picture of Our State Hos- 
pitals—Dr. Joseph E. Green, South 
Mississippi Charity Hospital, Laurel. 


.M.—Are You Meeting the Psychology of 
Each Patient?—Henry Boswell, M. 
D., President, National Tuberculosis 
Association, and Superintendent, 
Mississippi Tuberculosis Sanatorium. 


M.—Report of Nominating Committee. 


M.—The Small Hospital as an Educa- 
tional Center for the General Prac- 
titioner—V. B. Philpot, M. D., 
Superintendent, Houston Hospital, 
Houston. 


.M.—Should the Government Program 
of Hospitalization of Veterans be 
Further Extended?—J. Percy Wall, 
M. D., Jackson. 


.M.—Thirty Years of Hospital Contact— 
Hugh A. Gamble, M. D., Chief of 
Staff, King’s Daughters’ Hospital, 
Greenville. 


-M.—A Nationally Known Doctor To Pep 
Us Up.—Introduced by the President. 


-M.—The Outlook for the Private Hos- 
pital—Richard J. Field, M. D., 
Superintendent and Owner, Field 
Memorial Hospital, Centreville. Dis- 
cussion led by Leslie V. Rush, M. 
D., Rush Infirmary, Meridian. 


-M.—The Doctor,—Hospital Relation.—W. 
H. Frizell, M. D., Chief of Staff, 
King’s Daughters’ Hospital, Brook- 
haven. 


. M.—Recess. 
Evening. 


-M.—Banquet at Edwards Hotel—Toast- 
master, Felix J. Underwood, M. D., 
President of Southern Medical As- 
sociation and Executive Secretary 
of the Mississippi State Board of 
Health. 


The Profession’s Attitude and the 
Practicability of Health Insurance 
as a Relief for the Patient of Mod- 
erate Means.—Mr. Robert Jolly. 


A Business Executive’s and States- 
men’s Count of the Pulse of the 
Mississippi Medical Profession.— 
Hon. Hugh White, Columbia. 


Introduction of the President of the 
Mississippi Hospital Association.— 
E. F. Howard, M. D., President of 
Mississippi State Medical Associa- 
tion. 


THE COMMUNITY HOSPITAL. 


At a recent meeting of the Northeast Missis- 
sippi Thirteen Counties Medical Society, a move- 
ment was started which is original in this state 
and by which it is hoped a solution for the charged 
high cost of medical care may be found. At that 
meeting .Dr. R. B. Caldwell of Baldwyn read a 
paper advocating a community hospital for every 
county in the State or an equal allocation of the 
amount now paid by the State for the support of 
five charity institutions_to each county as an aid 
to community hospitals serving those counties. 


Dr. Caldwell points out that Mississippi has 
numerous small privately owned hospitals that 
while doing excellent work, have not yet reached 
the standard that is desired. He suggests that 
better work could be done with aid from the state, 
county, municipality and philanthropy, and with 
a better organization of the local medical profes- 
sion. 


There are five state Charity Hospitals in cen- 
tral and south Mississippi, but Dr. Caldwell 
asserts that these do not benefit nine-tenths of the 
state. The money spent in transporting patients 
to these hospitals from distant points would pay 
a hospital bill at home and there would be the 
advantage of prompt care and the patient could 
be kept near his kindred and friends. 


The money now annually spent to maintain the 
five State Charity Hospitals is said to amount to 
about $3,000.00 for each county in the state and 
it is felt that these funds should be distributed 
to each county as in the case of money for roads 
and _ schools,—that county hospitals should be 
maintained as the county court houses and schools 
are maintained. 


It is proposed that the hospital staff of such 
county hospital be composed of every physician 
in the county; that rates be as low as possible to 
be self sustaining, but flexible to care for charity 
patients. The affairs of buildings, equipment, 
surplus, etc., would be in the hands of the County 
Boards of Supervisors. 


Dr. Caldwell emphasizes the main points of the 
proposed plan as follows: 





Mississippi State Medical Association 


“(1) To relieve private institutions the burden 
of charity. 


“(2) To institute well organized medical staffs 
in every county in the State. 


“(3) To establish a standard county owned hos- 
pital in every county. 


“(4) To provide a fair return for taxes paid. 


“(5) To remove factional feeling that exist in 
our profession. 


“(6) To be the first state in the union to put 
over the progressive program. 


“(7) And when the great progressive wave 
spreads over the south, to hoist our banner and 
lead the way, for it will be the medical profession 
that has led the way through all the progress of 
the state, and will still be leading when the sound 
of the trumpets are heard.” 


President C. E. Boyd appointed a committee to 
make further study of the plans and details of 
procedure. It is the purpose of the Society to 
ask the State Association to join with it in put- 
ting the proposition to the next Legislature for 
action. 


Resolutions 


We, the committee of the Northeast Mississippi 
Thirteen County Medical Society, appointed by 
the president at our December meeting to draft 
resolutions asking our State Medical Association 
to co-operate in helping to secure from our next 
Legislature an equal distribution of charity funds 
for unfortunate patients throughout the state, 
beg to submit: 


That it is no longer practical to depend upon 
our five state-owned and operated hospitals to 
take care of the charity of the state, because of 
the time expended in reaching the hospitals, the 
expense of transportation, and the dissatisfaction 
to the patient in having to leave his home com- 
munity. 


That it is unfair for the small towns and rural 
communities, which pay taxes, not to receive help 
the same as those accessible to the state charity 
hospitals; that it is not only unfair for the small 
hospital to carry this burden of charity but it is 
unable to do so. 


That “the community hospital is the solution 
of modern medicine for the rural districts.” It 
will serve as a post-graduate school. It will raise 
the efficiency of the physician and surgeon. And 
it will serve as a balance wheel for proper distri- 
bution of physicians. But to aid this growth 
and development, the state must take care of the 
actual charity in the territory of each. 
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We believe, therefore, that our state legislature 
at its next meeting should provide funds that 
are actually needed, and that they should be 
distributed to the hospitals in proportion to their 
demands, which may be determined by their pre- 
vious records of service in the territories to be 
served. Charity funds should be distributed to 
all hospitals, whether owned by private indivi- 
duals, church, municipal or philanthropic organi- 
zations, provided they are open hospitals and pro- 
vided they measure up to standards that will in- 
sure safety to the people. We believe that a 
m thod should be used to protect the profession, 
the hospitals and the state against “charity that 
is not charity,” and further, that a stipulated 
amount, uniform over the state, should be allowed 
for hospital fees and this amount should be paid 


only on an itemized account of each individual 
patient. 


We, therefore, recommend that a committee of 
three carry these resolutions before the house 
of delegates of our State Association at its next 
meeting, asking its consideration and aid in the 
accomplishment of this undertaking. Also, that 
if it pleases the honorably body, that the Presi- 
dent of the Association be empowered to appoint 
a committee consisting of one member from each 
congressional district, with the addition of the 
Secretary of the Board of Health as chairman. 
The duty of this committee should be: To inform 
the public on the importance of this problem 
during the present campaign, in which a governor 
and members of the legislature are to be selected; 
to advise with and offer assistance to our next 
legislative body in making the proper distribution 
of the state charity funds for hospitals; and to 
see that the hospitals measure up to the stand- 
ards that will provide safety to the public. 


We further urge that all members of the Associ- 
ation take a personal interest in the accomplish- 
ment of this task. 


We recommend that a copy of these resolutions 
be spread on the minutes of our Society; that one 
be mailed to Dr. E. F. Howard, President of the 
State Medical Association, asking his aid; and 
that one be mailed to Dr. Lippincott for publica- 
tion in “The New Orleans Medical and Surgical 
Journal;” and that the resolutions be published 
in “The Mississippi Doctor” in the March issue, 
if possible. 

. ie. sue, | 


Respectfully submitted, 


R. B. Caldwell, M. D., Chairman 
J. M. Acker, M. D. 
W. H. Anderson, M. D. 
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WINSTON COUNTY. 
Dr. T. C. Suttle, who has been residing the last 
two years at Bison, North Dakota, has returned 
to his old home to resume his practice again. 


Drs. W. W. Parks, E. L. Richardson and the 
writer, were unable to attend the recent meeting 
of the G. M. & N. Surgeons at Mobile, owing 
to the prevalence of flu and other illness. 


The Winston County Medical Fraternity met in 
regular session the second Tuesday night in March. 
We had a good meeting, and a good attendance. 
We hope to promote a greater fraternal spirit 
and greater co-operation. 


Dr. W. W. Parks of our city, made a business 
trip to Jackson recently. 


Dr. J. W. Pearson spent a few days in Mem- 
phis recently on business. 


Dr. J. E. Anderson, who has been acting for 
the Legan and McLure Lumber Company at 
Estes, has moved back to his home at Fearn 
Springs, and resumed his practice there, the lum- 
ber company having closed down for the time be- 
ing. 

M. L. Montgomery. 


PIKE COUNTY MEDICAL SOCIETY. 
The Pike County Medical Society met in the 
Palm Room, McColgan Hotel, Thursday, April 2, 
1931, at 7 p. m. 


Members present: Drs. D. T. Brock, L. W. 
Brock, W. O. Biggs, W. M. Biggs, W. C. Hart, 
H. C. Hatcher, T. E. Hewitt, L. D. Dickerson, 
M. D. Ratcliff, E. M. Givens, W. F. Cotton, Paul 
Klotz, L. J. Rutledge, B. J. Hewitt, Thomas 
Purser, and R. H. Brumfield. 


The Scientific Program was as follows: 
The Toxemias of Pregnancy.—Dr. D. T. Brock, 


Gastro-Intestinal Symptoms of Heart Disease.— 
Dr. W. O. Biggs. 
R. H. Brumfield. 


HOMOCHITTO VALLEY MEDICAL SOCIETY. 

The second regular quarterly meeting of the 
Homochitto Valley Medical Society was held at 
Natchez, April 9, with an attendance of 20 mem- 
bers and two guests. 


Dr. L. H. Lamkin, Natchez, a past-president 
of the old Adams County Medical Society and 
of the Homochitto Valley Medical Society, and 
always a worker for organized medicine, having 
just reached the fiftieth anniversary of his gradu- 
ation in medicine, it was moved and seconded 
that he be made an honorary member of the 
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Houochitto Valley Medical Society for life. This 
motion was unanimously passed by a rising vote. 


The following new members were admitted into 
the Society: Dr. A. J. Kisner, Natchez; Dr. L. 
Costley, Meadville, and Dr. L. Q. Hall, Stephen- 
son. 


Dr. J. S. Ullman, Natchez, presented a new 
splint for the treatment of fractures of the 
clavicle. 


The remainder of the meeting was devoted to 
discussion of the Councilor’s District Meeting to 
be held in Natchez next fall. 


W. K. Stowers, Secretary. 


CLARKSDALE AND SIX COUNTIES 
MEDICAL SOCIETY. 


The Clarksdale and Six Counties Medical 
Society went into session at 6:30, Wednesday 
evening, March 25, with Dr. W. S. Slaughter of 
Jonestown, the president, presiding. 


The first action of the business session was the 
election of the following delegates and alternates: 
For Coahoma County, Dr. A. G. Everett (del.) 
and Dr. A. J. Brown (alt.); for Quitman County, 
Dr. A. C. Covington (del.) and Dr. V. D. Franks 
(alt.); for Tallahatchie County, Dr. J. D. Harris 
(del.) and Dr. J. D. Biles (alt.); for Tunica 
County, Dr. L. H. Brevard (del.) and Dr. W. H. 
Williams (alt.). 


A motion was made and carried directing the 
secretary to arrange a joint social meeting with 
the Delta Medical Society for some date in the 
summer 


At 7:30 p. m., the business session ended and 
the banquet was served, with Dr. E. LeRoy Wil- 
kins as toastmaster. Several interesting luncheon 
speeches were made and a dancing program was 
furnished by the Louise Goodman Dancing 
School. 


The scientific program opened at 8:30 p. m. 
with a paper by Dr. H. L. Cockerham, Gunnison, 
with the title, “The Part Played by Endocrine Dis- 
orders Met with in General Practice and Often 
Not Considered in Diagnostic Analysis. Discus- 
sion by Drs. J. W. Gray and E. F. Howard. 


The next paper, “Injection Treatment of Vari- 
cose Veins,” by Dr. W. W. Hall, Shelby, was read 
and the discussion opened by Drs. Julius Levy 
and R. L. Sanders. 


Dr. A. J. Brown, Clarksdale, read a paper, 
“Where Should We Begin Preventive Medicine,” 
and the discussion was opened by Dr. R. L. San- 
ders. 





i 


a Se 








Dr. P. L. Mull, Dean of the School of Medicine 
of the University of Mississippi, read a paper on 
“Some Remarks on Applied Anatomy.” Discussed 
by Dr. J. J. Mitchell and others. 


Dr. E. F. Howard, Vicksburg, President of the 
Mississippi State Medical Association addressed 
the society on “Organization,” which was well 
received and freely discussed. 


After the ‘scientific program was completed, 
news of the death of Dr. R. W. Coker, Tunica, 
was received, and resolutions of respect were 
passed. 


There were 46 members and 15 visitors present. 
The next meeting will be held at Clarksdale on 
the first Wednesday in November. 


D. V. Galloway, Secretary. 


ISSAQUENA COUNTY. 
Dr. T. W. Huey, Grace, has been kept unusu- 
ally busy of late looking after the influenza 
patients in his neighborhood. 


Dr. J. B. Benton, one of our “county fathers,” 
from the Valley Park District, was in Mayers- 
ville recently attending the meeting of the Board 
of Supervisors. 


An article is promised in the near future by 
Dr. T. A. Heath, Shiloh, the dean of the Issa- 
quena doctors, on his experiences in the long 
ago treatment of malarial hematuria, a disease 
now practically extinct. 

W. H. Scudder. 


PREVENTABLE DISEASES. 


The report of the Bureau of Communicable 
Diseases of the Mississippi State Board of Health 
for the month of February, 1931, shows 20 cases 
of typhoid fever; 90 cases of smallpox, and 67 
cases of diphtheria. All preventable diseases!! 


VICKSBURG SANITARIUM AND CRAWFORD 
STREET HOSPITAL. 

The regular monthly meeting of the staff of 
the Vicksburg Sanitarium and Crawford Street 
Hospital was held on April 10. After the regu- 
lar business of the staff and reports from the 
records department and analysis of the work of 
the hospital, special case reports were presented 
as follows: 


Duodenal Ulcer With Acute Perforation.—Dr. 
A. Street. 


Diaphragmatic Hernia, With Operative Find- 
ing and Method of Repair.—Dr. J. A. K. Birchett, 
Jr. 


Rat-Bite Fever.—Dr. S. W. Johnston. 


. —+ & 


_Port Gibson. 
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Retro-Bulbar Abscess.—Dr. C. J. Edwards. 

Drs. L. S. Lippincott and L. J. Clark reported 
on the recent meeting of the American College 
of Physicians at Baltimore and Washington. 


Selected radiographic studies were shown as 
follows: Fracture of the scaphoid; osteoarthritis 
of the spine; myositis ossificans; subdeltoid bur- 
sitis; suppurative pleurisy (two cases); pulmon- 
ary tuberculosis (two cases); maxillary sinusitis 
(two cases); mastoiditis; pathological gall-blad- 
der; carcinoma of the pharynx; ureteral calculus 
(two cases); calcified uterine fibroid. 

The meeting closed with a lunch. 


ISSAQUENA-SHARKEY-WARREN COUNTIES 
MEDICAL SOCIETY. 


A joint meeting of the Central Medical Society 
and the Isaquena-Sharkey- Warren Counties 
Medical Society was held at Jackson on Tuesday, 
April 21. The scientific program included the 
following: 


The Heart in Pregnancy.—Dr. L. J. Clark. 


Some Abnormal Conditions in Obstetrics.—Dr. 
P. S. Herring. 


Pyelitis in Children.—Dr. I. C. Knox. 


There will be no meeting of the Issaquena- 
Sharkey-Warren Counties Medical Society in 
May because of the meeting of the Mississippi 
State Medical Association. In June, the Society 
will have a joint meeting with the Fifth District 
Medical Society of Louisiana, probably in Monroe. 


ADAMS COUNTY. 

A wedding of interest throughout Mississippi 
and Louisiana was that of Dr. G. H. Butler, for- 
merly of Liberty, and Miss Mildred Bradford of 
Ferriday, La., which was solemnized April 11, at 
They were accompanied to Port 
Gibson by Dr. Paul Jackson, of Liberty, and Miss 
Dixie Peyton, of Winnsboro, La. 


Dr. and Mrs. Butler will spend a few days in 
New Orleans, before returning to Natchez, where 
they will make their home. Dr. Butler is the 
assistant superintendent at the Natchez Charity 
Hospital. 


Mrs. Jessie Tyer, superintendent of nurses at 
the Natchez Charity Hospital, accompanied by 
Miss Roma Fortenberry, a graduate of the Nat- 
chez Charity Hospital Training School, left April 
10 for Blue Mountain, where they will visit 
friends and relatives. 


Drs. J. F. Chamberlain, George L. Kaiser, J. 
G. Logan and R. T. Smith have moved their down- 
town offices from 321 Main St., to the Chamber- 
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lain Rice Hotel, North Pearl and Oak Sts. The 
change has been made to concentrate their work 
and at the same time to afford greater conveni- 
ence for patients. The suite of new offices on 
the ground floor of the Chamberlain-Rice Hospital 
is completely equipped and being in an outside 
location, has the advantage of sunlight. 


Dr. Geo. L. Kaiser has been elected house sur- 
geon. 


Dr. James C. Ride will maintain downtown 
offices in the Eola Hotel, Pearl St. 
L. Wallin. 


CENTRAL MEDICAL SOCIETY. 


The regular monthly meeting of the Central 
Medical Society was a joint session with the Issa- 
quena-Sharkey-Warren Counties Medical Society 
and took place in Jackson, April 21. Dinner was 
served at 6 p. m., and the scientific program was 
furnished by the guest society. 


The Central Medical Society will give a return 
program as the guest of the Issaquena-Sharkey- 
Warren Counties Medical Society in Vicksburg 
in July. 


There will be no May meeting of the Central 
Medical Society due to the meeting of the Missis- 
sippi State Medical Association in Jackson. 


W. L. Hughes, Secretary. 


TRI-COUNTY MEDICAL SOCIETY. 

The Tri-County Medical Society meets in 
Brookhaven, June 9. To this meeting the Presi- 
dent of the Mississippi State Medical Association 
is an invited guest. 


The program committee is planning further 
interesting speakers for the meeting. 


Our society hopes to be well represented at the 
Jackson State Meeting May 12, 13, 14. 


Dr. James A. McCallum has removed from 
Brookhaven, taken public health training at 
Indianola, and is now in the employ of the State 
Board of Health. 


Dr. G. S. Ramsay, after three years residence 
in Brookhaven, has located in Collins, where his 
late father was an honored member of the pro- 
fession. 


Dr. R. E. Higdon of Brookhaven has been con- 
fined to his room from an illness for ten days. 

Dr. W. H. Frizell, Brookhaven, has _ been 
appointed to membership on the Board of Trus- 
tees of the Mississippi State School and Colony 
for the Feeble-minded, Ellisville. 
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The staff of the Brookhaven King’s Daughters’ 
Hospital met in regular monthly session, Tues- 
day, April 7, at which “Use and Abuse of Nar- 
cotics” and “Obstetrical Practice and Engage- 
ments, and their Legal Aspects” were discussed 
at length. 

W. H. Frizell. 


AM oe 
DR. J. W. UNGER. 

We, the Committee on Necrology, beg leave to 
report: Dr. J. W. Unger, the state’s oldest prac- 
ticing physician and of our number one of the 
most beloved, closed a very eventful career at 
his home in West Point, after a brief illness, on 
last December 6th. We rejoice that he has lived 
and labored so long among us, upholding and 
representing the best in our profession. It would 
be a task of willing love could we point out the 
attributes of unselfish labor, brotherly consider- 
to his professional associates, and _ untiring 
devotion to duty which are but debts of inspir- 
ation that we owe a comrade who lived the life 
that counts. He was in his eightieth year, after 
57 years of an active practice from which he 
refused to retire until his strength failed a few 
weeks before his death. He moved to West Point 
in 1881, married Miss Florence McMillian, of 
Louisville, in 1900, and kept up the active prac- 
tice of his profession in that town continuously 
until his death. He is survived by his widow, 
one daughter, Mrs. Dan Davidson, and two sons, 
Anell and J. W., all of West Point. 


Dr. Unger was a modest and unassuming man 
who seldom made boast of many awards of his 
accomplishment as an outstanding student and 
medical man of his state. He possessed diplomas 
and post-graduate certificates from thirteen 
medical schools and colleges, and a library that 
ranked with the largest in the city. He held a 
position of undisputed prominence in church and 
civic affairs and esteem in his beloved profession 
and as a citizen. 


When he died he was the oldest practicing phy- 
sician in the state, and had held a wide and active 
practice through nearly two generations. 


W. A. Johns, M. D. 


Chairman on Necrology. 


CRAB arate 
LOWNDES COUNTY. 

Dr. C. E. Lehmberg, County Health Officer of 
Lowndes County, is out and back at work after 
two weeks’ illness in Fite Hospital. 

The new addition to Dr. Ped. L. Fite’s hos- 
pital is about finished and adds greatly to its 
looks and gives some eight more rooms of hos- 
pital space. 
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Dr. R. C. Molloy, who has been confined to his 
home for several months, has resumed practice. 


Dr. Martha Eckford, professor of bacteriology 
and hygiene at M. S. C. W., attended the recent 
meeting of the American Association of Univer- 
sity Women in Boston. 


Dr. C. D. Mitchell, resident physician of A. & 
M. College, brought to the Fite Hospital a young 
man with an acute attack of appendicitis recently. 


An independent bacteriological laboratory will 
be established in Columbus by Miss Virginia M. 
Garth. Miss Garth received her B. A. at M. S. 
C. W., her M. S. at Columbia, and her special 
training at N. Y. Post Graduate and Methodist 
Hospital, Memphis, Tenn. 


Dr. J. W. Lipscomb, Jr., has been appointed 
to an internship in Memorial Hospital, New York 
City, to begin July 1, 1931. 


Dr. John E. Davis, one of the pioneers in the 
more modern school of surgeons, is out again 
after an attack of pneumonia. 


Dr. Davis was the first surgeon to perform a 
laparotomy in Lowndes county, successfully re- 
The 
operation was so new to this section, that it 
attracted wide attention, and Dr. Davis was 
immediately “dubbed” by one of the oldest sur- 
geons as “Jack the Ripper.” 


moving a cystic ovary and tube, in 1895. 


Dr. Ped. L. Fite is adding eight new rooms to 
his hospital on Main Street. Dr. Fite purchased 
the sanatorium of the late Dr. Walter McKinley 
in 1924, adding at that time 12 rooms. He 
changed the name to Fite Hospital, and now, after 
successful operation since purchase, he is again 
enlarging to give a capacity of forty beds. 

Columbus and Lowndes county had its “first 
doctor to make a call by aeroplane, when Dr. 
Ludo von Mysenbug, pediatrician of New Orleans, 
flew to our city in consultation with Dr. W. L. 


Stallworth. 
J. W. Lipscomb. 


THE NESHOBA COUNTY MEDICAL 
FRATERNITY. 


The Neshoba County Medical Fraternity holds 
its regular meeting on the second Tuesday night 
of each month. The Fraternity is composed of 


medical doctors, pharmacists and dentists. In the 
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past, the meetings have been more of a business 
and social nature than otherwise, but it is now 
planning to have papers and discussions that will 
be of common interest to all three professions. 
The program of the April meeting was as fol- 
lows: 


The Relationship of the Pharmacist and Phy- 
sician.—C. C. Davis, P. H. G. 7 


Discussed by the physicians present. 


Relationship of the Dentist and Medical Doc- 
tors; The Care of the Teeth from the Fetus 
to Adult Life.—Potor Jordan, D. D. S. 


Discussed by the physicians present. 


Thad Watkins of Philadelphia, son of Dr. W. 
L. Watkins, died on March 27, having been in 
poor health for some time. 
age. 


He was 21 years of 


Mrs. M. E. Cole, wife of Dr. M. E. Cole, was 
visited by the stork since the last issue of the 
Dr. Cole named the boy Mike Conner, 
“for Mississippi’s next governor.” 


Journal. 


Dr. R. G. Hand, son of W. R. Hand, who has 
been practicing for some time at Hollypaw, Flor- 
He stated that 
old Miss. was good enough for him, and he is 


ida, is visiting his father here. 


now locating at Quitman, where he will practice 
for the Long Bell Lumber Company. 





Mrs. Hickman, wife of Dr. J. S. Hickman, was 
recently in New Orleans, for medical examina- 
tion. 


J. S. Hickman. 


Dr. E. H. Scudder of Mayersville has received 
from the Mississippi State Board of Engineers 
The 
doctor now has the unique distinction of being 


his license as Professional Civil Engineer. 


a Civil Engineer, a Doctor of Medicine and a 
Doctor of Veterinary Medicine, holding a regular 
license in each of the three professions. He can 
now sigh his name as “W. H. Scudder, M. D., D. 
V. M., C. E.”—Mayersville Spectator. 


WILKINSON COUNTY. 

We were sorry to learn of the death of Mrs. 
J. W. Brandon, wife of Dr. J. W. Brandon, Wood- 
ville, on March 27. 

S. E. Field. 
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PIKE COUNTY. 

“I am indeed sorry to report that our President, 
Dr. I. E. Stennis, has been confined to his home 
for the past several weeks. We trust that he will 
soon be with us again. The last meeting of the 
Medical Society was the first that he has missed 
since we were organized. 


“Will Hewitt, son of Dr. T. E. Hewitt of Sum- 
mit, was operated on for appendicitis March 28. I 
am glad to report that he has done finely and is 
now at home. 


“An item of interest to all the doctors of this 
county was the arrest of Phillip B. Branchi (M. 
D. Ph. C., so his cards read), of various points 
in Florida, for practicing medicine without a 
license. He paid a fine of one hundred dollars and 
costs and left the county. It seems that an en- 
terprising druggist of McComb was really doing 
the prescribing after the self-styled famous doc- 
tor would get the symptoms from the patient. 
Italians were the ones who were duped mostly 
and the doctor (?) and the druggist reaped quite 
a profit for about three weeks. Constable E. E. 
Blount is to be commended for this arrest. 


“Pp, S—On that last item you can put your 
own comment. You would not print what I think 
of our county prescribing druggist!” 


L. J. Rutledge. 


NEWTON COUNTY.— CONGRATULATIONS! 

The uppermost thought in my mind today is 
that a new boy has arrived in my home, Sidney 
Andrew Majure, Jr. 


— 


S. A. Majure. 


WARREN COUNTY. 

The many friends of Dr. and Mrs. Guy C. 
Jarratt are sympathizing with them over the 
death of their two-day old son. 

Drs. L. J. Clark and L. S. Lippincott attended 
the recent meeting of the American College of 
Physicians at Baltimore and Washington. 

Dr. W. H. Parsons attended the recent meeting 
of the American Society for the Study of Goitre, 
at Kansas City. 


Dr. T. M. Dye, while on a business trip ‘o 
Vicksburg, became acutely ill and was confined ‘o 
the Sanitarium for four days. 


An eye clinic for persons with defective eye- 
sight is to be held in Vicksburg April 27, under 
the direction of the Warren County health unit, 
according to announcement from Jackson, by 
Mrs. D. W. McBryde, assistant executive secre- 
tary of the Mississippi State Commission for the 
Blind. Dr. F. Michael Smith, Warren County 
health officer, and his staff will supervise the 
clinic. 


Dr. G. M. Street, Vicksburg, attended the re- 
cent meetings of the Louisiana State Medica! 
Society, at New Orleans. vee 


Dr. Guy C. Jarratt, Vicksburg, attended the re- 
cent meeting of the American Pediatric Society at 
Biloxi. 

E. H. Jones. 


MONROE COUNTY. 
Dr. E. D. Boozer of Greenwood Springs has been 
sick of influenza for the past two or three weeks. 
Dr. C. B. McCown has recently changed his 
location from Nettleton to Prairie. 


Dr. G. T. Tubb of Athens who has been inca- 
pacitated from a broken arm for several months, 
looks about as good as new again. 


Dr. A. I. Boozer of Amary has become a smiling 
grandfather in the past two or three months. 


C. E. Boyd. 


EAST MISSISSIPPI MEDICAL SOCIETY. 

The regular meeting of the East Mississippi 
Medical Society was held in the Lamar Hotel, 
Meridian, Thursday, April 16, beginning at 2 
P. M. Program: 


Some Remarks on Applied Anatomy.—Dr. P. L. 
Mull, Dean, School of Medicine, University of 
Mississippi. 

Injection of Fallopian Tubes with Iodized Oil; 
Its Practical Value in Pelvic Pathology. (Lantern 
Slides)—Dr. G. F. Douglas, Birmingham, Ala. 


Blood Pressure.—Dr. T. D. Bourdeaux, Meri- 
dian. 
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Moving Picture Demonstration of some of the 
More Common Neurological Motor Phenomena.— 
Dr. C. C. Turner, Memphis. 


Following the program, through the courtesy 
of Drs. K. T. Klein and A. C. Bryan of Meridian 
Sanitarium, a banquet was served to members and 
guests at the Lamar Hotel. 


T. L. Bennett, Secretary. 


THE WINONA DISTRICT MEDICAL SOCIETY. 

The Winona District Medical Society met in 
the basement of the First Baptist Church, Winona, 
April 9, at 1:30 P. M. The scientific program in- 
cluded the following: 


Phrenicectomy in the Treatment of Pulmonary 
Tuberculosis.—Dr. J. W. Barksdale, Jackson. 


Relationship of the Genito-Urinary System to 
Arthritis—Dr. L. B. Mosley, Jackson. 


The Ear, Nose, and Throat Complications of 
Influenza.—Dr. W. L. Hughes, Jackson. 


Discussion by Drs. R. A. Clanton and S. S. 
Caruthers. 


Some Interesting Points on Digestive Disturb- 
ances: in Children.—Dr. S. L. Brister, Jr. 


Discussion by Drs. J. P. T. Stephens and R. C. 
Elmore. 


Social Cankers.—Dr. J. J. Kazer, Tchula. 
Discussion by Drs. W. H. Curry and J. James. 


The officers elected for the coming year are as 
follows: President, Dr. R. M. Stephenson, Lex- 
ington; Secretary, Dr. E. W. Holmes, Winona; 
Vice-Presidents: Montgomery County, Dr. J. C. 
Ringold, ‘Winona; Grenada County, Dr. J. T. 
Brown, Grenada; Carroll County, Dr. J. P. T. 
Stephens, Vaiden; Holmes County, Dr. R. C. El- 
more, Durant; Webster County, Dr. W. H. Curry, 
Eupora; Attala County, Dr. Pender, Kosciusko; 
Choctaw County, Dr. J. James, Akerman. 


President J. O. Ringold, Winona, appointed Edi- 
tors for the Journal from each county as follows: 
Montgomery County, Dr. S. S. Caruthers, Duck 
Hill; Carroll County, Dr. J. P. T. Stephens, 
Vaiden; Grenada County, Dr. T. J. Brown, Gren- 
ada; Holmes County, Dr. R. C. Elmore, Durant; 
Attala County, Dr. Charles A. Pender, Kosciusko; 
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Choctaw County, Dr. J. James, Akerman; Web- 
ster County, Dr. W. H. Curry, Eupora. 


E. W. Holmes. 


Dr. G. W. F. Rembert, Jackson, and Dr. J. G. 
Archer, Greenville, were among those from Mis- 
sissippi who attended the American College of 
Surgeons in Baltimore and Washington, March 23 
to 28. Dr. Rembert was reelected to the Board of 
Governors for a period of three years. Dr. W. 
N. Jenkins, Port Gibson, was elected to associate 
fellowship, and Dr. F. M. Acree, Jr., Greenville, 
elected to fellowship. 


NORTH MISSISSIPPI MEDICAL SOCIETY. 

The North Mississippi Medical Society met at 
the city hall, Holly Springs, on April 15, with Dr. 
R. G. Grant, president, presiding. The program 
was as follows: 

Invocation. 

Business Session. 

Scientific Program: 


Duodenal Ulcer.—Dr. C. M. Speck, New Albany. 


Discussion opened by Drs. George Brown and 
G. H. Wood. 


A Few Remarks Pertinent to Medical Organiza- 
tion.—Dr. L. L. Minor, R. D., Memphis, Councilor, 
Second District, Mississippi State Medical Asso- 
ciation. 


Organized Medicine and the Future.—Dr. C. 
W. Patterson, Rosedale, Vice President, Missis- 
sippi State Medical Association. 


Management of Stricture of the Urethra.—Dr. 
H. K. Turley, Memphis, Tenn. 


Discussion opened by Drs. S. E. Eason and 
Edwin Wright. 


Case Reports.—Dr. J. C. Culley, Oxford, Presi- 
dent-elect, Mississippi State Medical Association. 


The Surgical Abdomen in Children.—Dr. Shields 
Abernathy, Memphis, Tenn. 


Discussion opened by Drs. H. N. Mayes and A. 
M. McAuley. 


The Women’s Auxiliary of the Society met at 
the same time. 





BOOK REVIEWS 


Handbook of the Vaccine Treatment of Chronic 
Rheumatic Diseases: By H. Warren Crowe, 
D. M., B. Ch. (Oxon.), M. R. C. S., L. R. C. P. 
London, Oxford University Press. 1930. pp. 52. 


In this small volume the author presents a 
method for the treatment of chronic rheumatic 
diseases which is at marked variance with any 
modern accepted method. He considers the causa- 
tive agent of both osteoarthritis and rheumatoid 
arthritis to be in both instances bacterial. His 
treatment consists in the subcutaneous administra- 
tion of minute doses of a polyvalent vaccine 
and completely ignores foci of infection. This is 
distinctly contrary to our present views. The 
beneficial results claimed for this type of treat- 
ment are simply unbelievable. Throughout the 
work the author stresses the necessity for the use 
of doses sufficiently small to preclude the possi- 
bility of a reaction. 


GEorGE C. BATTALORA, M. D. 


Textbook of Human Embryology: By Cleveland 
Sylvester Simkins, Ph. D. Philadelphia, F. 
A. Davis Company. 1931. XIV+469 pp., 263 
figs. 


This text represents a commendable effort to 
present the complex subject of embryology simply, 
and in a manner adapted to “students interested 
primarily in the development of the human body.” 
The author has chosen wisely to omit certain as- 
pects of comparative ambryology which figure 
all too prominently in some texts intended for 
the use of medical students, both text matter and 
illustrations being concerned with human develop- 
ment strictly. 


While the book is devoted specifically to human 
embryology, its aim as a working text for stu- 
dents of medicine appears incompletely fulfilled. 
One would expect to find more extensive treatment 
of certain phases of embryology which have prac- 
tical clinical applications. Some descriptive chap- 
ters, notably those dealing with the nervous and 
vascular systems, are lengthy and detailed, being 
perhaps unnecessarily elaborated. In conspicuous 
contrast is the inadequate treatment of the fetal 
membranes, to which are devoted but a dozen 
pages, compared with an allotment of sixty-four 
pages to the nervous system, exclusive of the 
sense organs. It would have been desirable, fur- 
ther, to give more emphasis to the etiology and 
morphogenesis of the common developmental de- 
fects. 


Many of the illustrations are taken from re- 
cent literature, and are admirable both for ac- 
curacy and artistic finish. Beautiful as they are, 


however, and full of meaning to the experienced 
observer, simplification of some of these drawings 
would enhance their usefulness for the purpose of 
a beginners’ text. The appearance of the book 
is detracted by a considerable number of crude 
sketches, with an occasional example which would 
be practically devoid of meaning to the uninitiated. 
Carelessness in the execution of these pictures is 
further evidenced by a number of misspellings in 
their legends. 


HAROLD CUMMINS, Ph. D. 


Fads, Frauds and Physicians: By T. Swann Hard- 
ing. New York, The Dial Press. 1930. pp. 
409. 


In 1911 George Shaw hurled a vitriolic invec- 
tive, aptly labelled the Doctor’s Dilemma at our 
poor profession. At it we laughed, for although 
much of it was untrue it was funny and—it was 
Shaw! Since then in keeping with the modern 
literary trend to adversely criticize everything and 
everybody, God not excepted, there have appeared 
in various lay publications many articles inform- 
ing the misguided public just how bad doctors 
really are. Reaching the zenith of vituperative 
piffe is Mr. T. Swann Harding’s sophomoric ef- 
fort. Lacking all sense of humor, devoid of in- 
sight, biased, misinformed, petty and argumenta- 
tive, he has produced a pitiful tirade which was 
not worth his labors. The one virtue of the book 
is that this young man is well read and an abun- 
dant bibliography furnishes many interesting 
excerpts. The meat of his text is within quotation 
marks; most of his interpolations are illogical, 
some pathetic. 


As a cure for what ails the Medical Profession 
he prescribes State Medicine. Without denying 
that his contention is correct, one is convinced 
that he does not know why it is correct. 


Of his many misstatements the silliest are: 
“Actually there is no longer any place in modern 
medicine for the development of geniuses like Wil- 
liam Harvey or Rene Theophile Laennec.” “The 
United States Public Health Service has deter- 
mined the’ cause and cure of pellagra which had 
baffled medical study for more than 100 years.” 

To issue Fads, Frauds and Physicians for pub- 
lic consumption is bad taste. As far as the pro- 
fession is concerned it contains nothing new, in 
fact if the author had a few better and more 
frank doctor friends he might have discovered 
some of the profession’s real faults. As it is he 
has only skimmed the surface. 


MAURICE SULLIVAN, M. D. 
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Potter’s Therapeutics, Materia Media and Phar- 
macy: By Samuel O. L. Potter, revised by R. 
J. E. Scott. 15th Edition. Philadelphia, P. 
Blakiston’s Son & Co. 1931. pp. 997. 


This is the fifteenth edition of a popular thera- 
peutics — materia medica — pharmacology. Like 
most books of its type it is splendid for rapid 
reference, but deplorably incomplete because of 
the ground it attempts to cover. The apothecary 
system is used throughout and over a conversion 
chart on the jacket appears a strange notation for 
a 1931 edition. Sic ait: Equivalents of Weights 
and Measures, Customary and Metric. 


MAURICE SULLIVAN, M. D. 


Human Physiology: By F. R. Winton, M. D., and 
L. E. Bayliss, Ph.D. Philadelphia, P. Blaki- 
ston’s Son and Co., Inc. 1931. 227 illustra- 
tions. pp. 583. 


This book does not, as its title might imply, 
deal only with the functions of man, but draws 
heavily on the results of animal experimentation 
for much of the information and interpretation 
thereof it gives. However, there is more of Human 
Physiology than in any other book of its sort 
the reviewer knows. Owing to the authors’ in- 
terest in the ability of the student to pass the 
Medical Examinations in the city of London, they 
have had to include much information based 
solely on the results of animal experimentation. 
This textbook is welcome, however, for what it 
has in the way of direct observations on man, 
running a close second to the modern outline in 
Laboratory Physiology in this record. 


The order of presentation is peculiar, muscular 
activity being presented first, while the nervous 
system is not dealt with until Chapter 9, follow- 
ing Circulation, Respiration, Nutrition, Digestion, 
Metabolism, Excretion and Reproduction. The book 
is unusually well illustrated with the results of 
recent work. It closes with a bibliography of 
mongraphs and reviews, written for the most part 
by the author’s countrymen. This is but natural, 
and the book adds evidence of the high place held 
by Britishers in Physiology. 


HENRY LAURENS, Ph.D. 


Operative Obstetrics in the Manikin: By Charles 
B. Reed, M. D., F. A. C. S. Philadelphia, P. 
Blakiston’s Son & Co., Inc. 1931. pp. 314. 


A better title for this book would be, “Opera- 
tive, with Notes on the Use of Manikin.” The 
work covers 309 pages but the manikin disappears 
from consideration after page 88 is passed. The 
various obstetric operations are described in de- 
tail, with indications, contraindications, etc., but 
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there is nothing which is not to be found in any 
good textbook on obstetrics. The book is well il- 
lustrated with cuts from various sources. It is 


concise and to the point, and hence is useful for 
quick review. 


It might be noted that several of the methods 
recommended for resuscitation of the newborn 
have been discarded by most obstetricians, as they 
are somewhat too vigorous. No mention is made 
of the fact that a very considerable number of 
such infants are really suffering from intracranial 
hemorrhage and require treatment for this con- 
dition. Nor is reference made to Henderson’s 
work on asphyxia neonatorium, though the state- 
ment is made that “one of the devices is to stimu- 
late respiratory activity by administration of 
oxygen 95 per cent.” The author fails entirely to 
mention the essential feature of this method, 
namely, the use of the five per cent carbon dioxid 
mixed with the oxygen. Nor is the necessary ap- 
paratus depicted. In this connection it might be 
noted that “olpha lobelin” is spelled “alpha 
lobelin.” 


The reviewer cannot agree with the author’s 
opinion that the low cesarean section has so many 
inherent difficulties and disadvantages that its 
usefulness is limited. There are other points of 
a minor nature with which many will not agree, 
but such is to be expected, in view of the fact 
that medicine (and particularly obstetrics) is not 
an exact science. 


E. L. Kine, M. D. 


Aphasia in Children: By Alex W. G. Ewing, M. 
A., Ph.D. London, Oxford University Press. 
1930. pp. 152. 


Aphasia in the adult which has been heretofore 
minutely investigated, is due to a breakdown in 
the complex machinery set up in infancy for 
symbolic thinking and expression. This book is 
concerned with a type of speech defect in children 
which is due to causes entirely different from 
those responsible for aphasia in the adult. In the 
cases of the children studied by Ewing there has 
been a failure to set up the machinery in the first 
place and aphasia has resulted from the failure 
of development of speech mechanism and not from 
the result of its disintegration from brain injury 
in later years. This failure to set up the speech 
mechanism is due to deafness of the child to the 
higher frequences of the auditory range. He hears 
the lower frequences but inasmuch as ordinary 
conversation covers both high and low frequences, 
he fails to form a mental impression of any sound 
falling in the higher frequences. Conversation 
then becomes an unintelligible jargon to him just 
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as the haphazard omission of syllables on a printed 
page would make unintelligible reading. 

Ewing has devised some ingenious methods to 
test the hearing capacity of these aphasic chil- 
dren and his work should be a great help in the 
guidance of those interested in this particular 
form of aphasia. 

H. KEARNEY, M. D. 


Traumatotherapy: By John J. Moorhead, B. Sc., 
M. M., F. A. C. S. (D. S. M.) Philadelphia, 
W. B. Saunders Co. 1931. pp. 574. 


This volume gives in detail the actual manage- 
ment of all the usual and many of the unusual 
effects of trauma, either by citing typical cases 
or by using numerous illustrations 


The surgical technic as well as the application 
of drugs, solutions, dressings, splints special ap- 
paratus and physical methods are described in 
detail. 


Throughout the entire book the technic of treat- 
ment is stressed; it tells you what to do as well 
as what not to do. 


This volume dealing essentially with the treat- 
ment of “traumapathies” should find a ready place 
in the ever increasing and important field of 
traumatic surgery. 


Paut G. Lacroix, M. D. 


Lovett’s Lateral Curvature of the Spine and Round 
Shoulders: By F. R. Ober, M. D., and A. H. 
Brewster, M. D. 5th ed. Philadelphia, P. 
Blakiston’s Son & Co., Inc. 1931. 


The first edition of this book appeared in 1907 
and since then four other editions have been 
issued. The present edition is brought out by Drs. 
Ober and Brewster in memory of the author. A 
very interesting history of scoliosis is given fol- 
lowed by the anatomy of the vertebral column and 
thorax. 


The mechanics of scoliosis is taken up and the 
diagnosis, prognosis and treatment are gone into 
very carefully. The treatment of the two principal 
types of scoliosis, postural and structural, are 
taken up separately and the authors state that 
in choosing the method to use in structural scoli- 
osis, most of the procedures are efficient and the 
special technique employed is probably less im- 
portant than the skill of the surgeon and his ex- 
perience with the particular method he uses. “One 
fact must be borne in mind, there are two kinds 
of correction, one a real correction of the spine 
of which the X-ray is the only criterion, and 
second, an apparent correction in which the thorax 
is rotated on the spine with great improvement 
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and perhaps even overcorrection of the body out- 
lines but in which an X-ray shows the lateral curve 
to be largely or wholly unchanged.” 


Your abstractor has been very glad to review 
this work as he was a student of Dr. Lovetts’ and 
realizes how much the doctor did for Orthopedic 
Surgery. 

Epwarp §S. Hatcs#, M. D. - 


The Factor of Infection in the Rheumatic State: 
By Alvin F. Coburn, M. D. Baltimore, Wil- 
liams and Wilkins Co. 1931. pp. 287. 


This book represents an invaluable and compre- 
hensive clinical, pathological and _ bacteriologic 
study of the rheumatic state. A great amount of 
clinical material was employed and very careful 
studies made. The major and minor manifesta- 
tions that constitute the rheumatic state are noted. 
The questions of host susceptibility, age, environ- 
ment and the infecting agent are thoroughly in- 
vestigated. It cannot be too highly recommended 
for the careful study of the results obtained. A 
fairly complete and authoritative bibliography and 
a good index have been appended. 


I. L. Ropsins, M. D. 


The Protozoon Parasitism of the Alimentary 
Tract: By Kenneth M. Lynch, M. D. New 
York, The Macmillan Co. 1930. pp. 258. 


This book is intended for those interested in 
the cure and prevention of disease—practitioners 
of medicine. The pathology, diagnosis and treat- 
ment of the disease conditions are diseussed. Al] 
technical details are deleted. Interspersed through- 
out the book are definite conclusions of the author. 
The author stresses the pitfalls and errors in the 
proper determination of the correct etiologic fac- 
tor. The importance of this monograph is ob- 
vious. 

I. L. Ropsins, M. D. 


Symptoms and Diseases Applied: By W. L. Kit- 
chens, M. D. Author. 1930. pp. 416. 


This seems to be the work of a sincere man 
who has tried to devise a mechanical system of 
arranging and presenting symptoms, and then of 
arriving at a diagnosis by a process of elimination. 
This is not always a feasible nor trustworthy 
method, important as it is in some instances, It 
cannot, therefore, be recommended for universal 
use. There is not, nor can there ever be, a sub- 
stitute for clear analytical thinking based upon 
an adequate training in the fundamental sciences 
of morbid anatomy and morbid function as well as 
upon a wide knowledge of disease phenomena, ob- 











tained either by much reading or, better still, by 
hard knocks in the bitter school of experience. 


I. I. LEMANN, M. D. 


Immunity in Infectious Diseases: A Series of 
Studies: By A. Besredka. Baltimore, The 
Williams and Wilkins Company. 1930. pp. 
364. 


A fascinating series of lectures written in a 
most readable style and comprising the results 
of a lifetime of study, research, observation and 
critical analysis of the fundamental concepts of 
immunity, make up this worthwhile book. For 
the past thirty years Besredka has worked at the 
Pasteur Institute and medical literature for this 
period is replete with original contributions from 
this great French savant. His contributions to the 
field of vaccine therapy—sensitized vaccines— 
have found worldwide application in cholera, 
plague and dysentery in man and anthrax in 
animals. When such an authority boldly states 
that the “humoral” antibodies have little or no 
value in the balance of immunity; and that such 
clinical immunity as is conferred by subcutaneous 
inoculations of all sorts is founded upon erro- 
neously interpreted laboratory findings; and when 
he then proceeds to logically prove that immunity 
is a cellular phenomenon in the cells receptive to 
a given disease process, much food for thought is 
certainly provided. 


A chapter devoted to the functions of the skin 
in infection and immunity is particularly illumi- 
nating and after becoming thoroughly convinced 
of the logic of this genius one is prepared to ac- 
cept his “cuti-vaccination” of sensitized vaccines. 
and to some extent his “oral” vaccination. 


Therapeutically the use of wet dressings heavily 
charged with killed—antogenous vaccine—(bac- 
terial suspensions) when applied to disease areas 
in furunculosis, carbuncle, mastitis, otitis, sycosis, 
impetigo, ozena, cellulitis, osteomyelitis, puerperal 
infections, endometritis and pyelonephritis, is not 
so very convincing. Many records of “cures” are 
recorded, but it is my impression that the French 
school is generally quite liberal in favorably in- 
terpreting clinical results. 


It is quite certain from my knowledge of Ameri- 
can medicine, at least, that the production of 
definite cellular immunity has been almost en- 
tirely overlooked in the desire to raise the anti- 
body contest of the body fluids. This stimulation 
of thought and endeavor along other avenues of 
approach to immunologic responses by Besredka 
is certainly refreshing. 


F. M. Jouns, M. D. - 
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Haemorrhoids: By Arthur S. Morley, F. R. C. 
S., Eng. London, Oxford Univ. Pr. 1929. pp. 
122. 

This small volume is a brief compend on the 
injection treatment of hemorrhoids. It is of no 
particular value to the general practitioner. 

M. CAMPAGNA, M. D. 


The Pathogenic Streptococci: The Réle of the 
Streptococci in Scarlet Fever: By David 
Thomson, O. B. E., M. B., Ch. B. (Edin.), 
D. P. H. (Camb.), and Robert Thomson, M. 
B., Ch. B. (Edin.). Annals of the Pickett- 
Thomson Research Laboratory. Monograph 
XI. Baltimore, The Williams and Wilkins 
Company. 1930. pp. 470. 


This monograph on scarlet fever is made up 
largely of material which has appeared in recent 
current literature, plus a considerable amount of 
experimental work. Some four hundred pages 
are devoted to such phases of scarlet fever as 
have to do with bacteriology, imunology and 
treatment, not to forget that the complications of 
this disease also occupy a good many pages. Fol- 
lowing this there is a bibliography of thirty-two 
pages and succeeding that numerous plates illus- 
trating the réle of the streptococcus of scarlet 
fever. There is also an index of authors quoted 
and a very complete index of subjects. The whole 
work represents a bringing-together of practically 
all the information we have concerning certain 
phases of scarlet fever. It is a monumental piece 
of work and anyone who claims to be interested 
in this disease should be familiar with this par- 
ticular monograph. 


J. H. Musser, M. D. 


Cancer: By Willy Meyer, M. D. New York, Paul 
B. Hober Co. 1930. pp. 427. 


This book, as the author states, represents a 
research extending over many years, and presents 
the conception that cancer is a systemic disease. 
He concludes that there is an active, chronic ir- 
ritation, both local and systemic in character, 
working together to produce the disease complex, 
cancer. The possibility of many systemic and local 
irritations is suggested, and the conception of the 
abnormal behavior of the tissue cells, and the dis- 
turbances of the nervous system, and the physico- 
chemical condition of the body fluids, is elaborated. 
The numerous changes in the body economy from 
these two types of irritation are discussed. The 
treatment of cancer based on these observations 
is the logical conclusion. The object, eventually, is 
to destroy the chronic irritation, one or both. 


The author is well known and his conclusions 
must be given serious consideration. The book is 
beautifully done. Pictures of the pathfinders in 
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the field of cancer research adorn the pages. 
References are placed at the end of each chapter 
and an index of personal names and subjects is 
appended. Although the reviewer cannot criticize 
the conclusions reached by the author, he feels 
that the book is well worth reading arid must prove 
a veritable source of information concerning can- 
cer, for Dr. Meyer has thoroughly culled and ex- 
tensively quotes the literature throughout his 
study. 
I. L. Ropsins, M. D. 


A Textbook of Surgery: By John Homans, M. D. 
Springfield, Ill., Charles C. Thomas. 1931. 
pp. 1195. 


With the task of compiling a one volume sur- 
gical text becoming increasingly difficult, we must 
admire anyone’s effort to write such a volume. 
When the book proves to be as excellently com- 
piled and as interestingly written as is the re- 
cent “Textbook of Surgery” by John Homans, As- 
sistant Professor of Surgery, Harvard Medical 
School, we can have little but praise for it. 


As stated in the preface, “the aim of this book 
is to record and amplify lectures now given by 
members of the surgical department of the Har- 
vard Medical School.” Although the book is the 
compilation from the lectures and writings of 
twenty-three members of the surgical department, 
the uniformity of the style of writing and the 
method of presentation of the subject matter 
makes it apparent that the text as it appears is 
from the pen of an individual. Each topic is 
introduced by a short reference to anatomy and 
physiology and a brief historical sketch. The 
book is not difficult to read, and is interesting and 
fascinating. Of necessity every subject must be 
presented very briefly. Some may feel that cer- 
tain chapters are relatively too short whereas 
others are disproportionately long. As a rule one 
wishes to find the most outstanding dissertations 
upon those subjects in which he is especially in- 
terested. This same desire no doubt prompts the 
author to elaborate upon his favorite subject. The 
chapters on neurosurgery are especially good as 
are also those on the blood vessels, abdominal sur- 
gery, and injuries of the extremities. 

The pen and ink sketches by Mr. Shepard, 
which illustrate the text, are good and present 
a clear and graphic picture devoid of adventitious 
lines that would detract from the object of the 
illustration. This is especially well shown in the 
illustrations of fractures and dislocations. 

This book will prove of value to the student and 
will be found to be an interesting and authorita- 
tive book by all who are interested in the general 
subject ‘of surgery. 

EARL Garsipe, M. D. 


Book Reviews 


PUBLICATIONS RECEIVED. 

Lea & Febiger, Philadelphia: Surgery, Its 
Principles and Practice, by Astley Paston Cooper 
Ashhurst, A. B., M. D., F. A. C. S. 

Paul B. Hoeber, Inc., New York: Collected 
Papers, 1904-1929, by Edwin Beer, M. D. 


Williams & Wilkins Company, Baltimore: Quan- 
titative Clinical Chemistry, Volume I, Interpreta- 
tions, by John P. Peters, M. A., M. D., and Donald 
D. Van Slyke, Ph.D., Se.D. 

C. V. Mosby Company, St. Louis: The Diag- 
nosis and Treatment of Brain Tumors, by Ernest 
Sachs, A. B., M. D. Crippled Children, Their 
Treatment and Orthopedic Nursing, by Earl D. 
McBride, B. S., M. D., F. A. C. S. 

P. Blakiston’s Son & Co., Inc., Philadelphia: A 
Synopsis of the United States Pharmacopoeia and 
National Formulary Preparations, by H. J. Fuller, 
Ph. C., Phm. B. Backache, by James Mennell, M. 
A., M. D., B. C. (Cantab.) 

The MacMillan Company, New York: Discover- 
ing Ourselves, by Edward A. Strecker, A. M., M. 
D., and Kenneth E. Appel, Ph. D., M. D. The 
Criminal, The Judge, and the Public, by Franz 
Alexander, M. D., and Hugo Staub. 

The Year Book Publishers, Chicago: The Prac- 
tical Medicine Series, General Surgery, edited by 
Evarts A. Graham, A. B., M. D. 


Oxford University Press, London: Primary 
Syphilis in the Female, by Thomas Anwyl Davies, 
M. D. The Diet Book, for Doctor, Patient and 
Housewife, by Marguerite Requa Rea. A Hand- 
book for Senior Nurses and Midwives, by J. K. 
Watson, M. D. (Edin.), Coal-Miners’ Nystagmus, 
by G. F. Haycraft, M. R. C. S., L. R. C. P., D. O. 
M. and § 


William Wood and Company, New York: Some 
Aspects of the Cancer Problem, edited by W. Blair 
Bell, B. S., M. D., Lond., F. R. C. S. Eng., Hon. 
y. A. C. & 


Houghton Mifflin Company, Boston and New 
York: Talks on Tuberculosis, by John B. Hawes, 
2nd., M. D. 


Medical Success Press, Youngstown, Ohio: The 
Letters of Dr. Betterman, by Charles Elton Blan- 
chard, M. D. 

F. A. -Davis Company, Philadelphia: Hemor- 
rhoids—The Injection Treatment and Pruritus 
Ani, by Lawrence Goldbacher, M. D. 


Miscellaneous: Concerning the Origin of First 
Blood Corpuscle, First Blood Plasm, First Blood 
Space, First Blood Vessel, Origin of Cancer, by 
Frank A. Stahl, M. D., Chicago. Prenatal Care, 
Publication No. 4, United States Department of 
Labor, Children’s Bureau, 1930. Catalog U. B. 
1-2, College of Applied (Cyro Practic), The Spon- 
sor, Indianapolis, Indiana. 





